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PREFACE. 


These  papers  appeared  originally  in  Medical 
Journals,  and  most  of  them  were  read  at  the 
meetings  of  Obstetrical  Societies.  As  I  come  near 
the  completion  of  my  term  of  office  as  President 
of  the  Glasgow  Obstetrical  and  Gynaecological 
Society  it  has  occurred  to  me  that  this  is  a  fitting 
time  to  bring  them  together  into  one  volume,  and 
provide  in  this  way  an  accessible  record  of  the 
occasional  efforts  of  an  individual  worker  in  this 
important  field.  They  make  no  claim  to  special 
originality,  but  the  grouping  of  the  ideas  under 
the  title  of  "  Prophylaxis  in  Obstetrics,"  in  the 
paper  which  gives  its  name  to  the  volume,  should 
be  useful,  and,  so  far  as  I  have  seen,  has  not 
previously  been  attempted,  while  my  papers  on 
extraperitoneal  Caesarean  section  record  for  the 
first  time  the  performance  of  this  special  method 
of  operation  by  a  British  obstetrician.  In  this 
connection  I  am  glad  to  acknowledge  the  approval 
of  Dr.  Hastings  Tweedy,  formerly  Master  of  the 
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Rotunda  Hospital,  Dublin,  who  was  the  first  in 
the  United  Kingdom  to  perform  the  transperi- 
toneal variety  of  the  operation,  and  is  convinced 
like  myself  of  the  utility  of  such  operations  in 
certain  selected  cases.  I  am  at  present  pre- 
paring for  publication  a  monograph  on  the  whole 
subject  of  Caesarean  section,  in  which,  besides 
giving  a  history  of  the  operation  and  a  selected 
bibliography,  I  hope  to  discuss  the  various  con- 
ditions that  indicate  the  operation,  and  describe, 
and  illustrate,  the  different  variations  in  its 
technique.  Records  of  single  unusual  cases  such 
as  an  interstitial  pregnancy  are  never  out  of  date, 
and  it  may  be  interesting  to  note  regarding  this 
patient  that  there  has  been  a  subsequent  twin 
pregnancy  without  rupture  of  the  uterus.  The 
figures  given  in  the  short  chapter  on  Puerperal 
Fever  in  Scotland  carry  a  serious  lesson.  In  the 
paper  on  Cancer  of  the  Uterus,  given  less  than  a 
year  ago,  an  effort  has  been  made  to  summarise 
the  present-day  position  of  the  question. 
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PROPHYLAXIS  IN  OBSTETRICS.1 

Since  my  election,  but  especially  within  the  last 
few  weeks,  the  idea  has  gradually  taken  form  in  my 
mind  that  I  might  do  the  Society  some  service,  as 
I  certainly  have  greatly  profited  myself,  by  group- 
ing together  and  illustrating  some  outstanding  and 
important  ideas  under  the  central  heading  of 
"Prophylaxis  in  Obstetrics."  At  the  outset,  when 
I  began  to  look  through  the  index  of  subjects  in  the 
various  medical  journals  and  works  on  obstetrics, 
for  help  in  the  development  of  my  subject,  I  was 
somewhat  dismayed  to  find  an  almost  complete 
absence  of  reference  in  any  of  them  to  the  word 
"prophylaxis,"  or  even  to  its  more  common  equi- 
valent, "prevention."  I  have  been  obliged, 
therefore,  in  the  comparatively  short  time  at  my 
disposal  since  it  was  decided  that  I  should  give  an 
address  at  the  first  meeting  of  this  present  session, 
to  depend  almost  entirely  on  my  own  mind  and  my 
own  experience  for  the  considerations  that  I  have 
now  to  bring  before  you. 

1  Presidential  Address,  October,  1910. 
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Definition. — Prophylaxis  is  defined  in  the  ordi- 
nary English  dictionary  as  "  the  mode  of  defending 
the  body  against  disease." 

As  concerning  obstetrics,  we  may  define  it  as  the 
prevention  of  complication  in  relation  to  childbirth, 
meaning  the  prevention  of  complication  in  the 
course  of  pregnancy,  during  the  process  of  parturi- 
tion, and  throughout  the  puerperium  until  complete 
convalescence  has  been  again  established.  Difficult 
as  it  has  been  to  find  references  to  the  word  in  our 
obstetrical  literature,  it  is  the  central  principle  of 
the  art  of  obstetrics,  the  ideal  towards  which  the 
true  obstetrician  must  constantly  strive,  the  persis- 
tent effort  he  must  always  make  to  maintain  the 
physiological  character  of  childbirth.  It  would  be 
impossible  in  one  comparatively  short  address  to 
traverse  the  whole  field  of  our  subject,  but  I  can 
give  some  indication  of  its  scope. 

Hereditary  influences. — I  think  it  is  Oliver 
Wendell  Holmes  who  somewhere  says,  that,  if  we 
want  to  cure  some  diseases  of  the  present  genera- 
tion, we  must  go  at  least  two  generations  back.  I 
do  not  propose,  however,  to  take  much  account  of 
hereditary  influences,  though  we  must  not  entirely 
forget  them  even  in  such  an  enquiry  as  the  present. 
Antenatal  pathology  is  a  fascinating  field  of  study, 
and  a  whole  address  might,  with  profit,  be  devoted 
to  the  interesting  facts  of  such  study,  or  a  night 
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given  to  their  discussion.  As  yet  prophylaxis  as 
applied  to  this  particular  period  is  probably  limited 
to  the  prevention  of  the  pregnant  woman  from 
exposing  herself  to  any  of  the  infectious  diseases, 
as  her  immunity  acquired  from  previous  attack 
does  not  extend  to  the  unborn  infant.  In  an  epi- 
demic of  smallpox  it  might  be  advisable  to 
vaccinate  her  to  increase  the  immunity  of  the 
infant.  If  she  is  the  subject  of  syphilis,  she  should 
be  treated  both  for  her  own  and  for  her  child's  sake, 
and  even  if  the  father  alone  is  affected,  she  should 
be  treated  for  the  child's  sake.  It  is  important  also 
to  remember  that  in  certain  cases  where  the  infant's 
vitality  is  reduced  in  the  last  month  of  pregnancy, 
the  induction  of  premature  labour  at  an  earlier  date 
may  save  a  subsequent  child.  I  pay  little  regard  to 
what  has  been  written  about  maternal  impressions, 
but  it  has  been  established  with  almost  scientific 
precision  that  alcoholic  indulgence  on  the  part  of 
the  mother  is  seriously  prejudicial  to  the  growth 
and  life  of  the  child.  I  believe  also  that  the  expec- 
tant mother  should  be  encouraged  to  a  cheerful  life 
and  the  avoidance  of  mental  irritation  and  excite- 
ment and  low  desires.  If  we  cannot  remove  such 
influences,  we  can  at  least  endeavour  to  secure  that 
they  will  not  be  perpetuated  in  future  generations. 

The  future  mother. — Motherhood  being  the 
most  important,  though  not  necessarily  the  only, 
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function  of  womanhood,  I  speak  of  woman  from 
her  earliest  stage  of  growth  as  the  future  mother. 

Save  the  infant  from  rickets. — For  the  proper 
development  of  the  future  mother,  infancy  itself 
needs  to  be  watched,  for  it  is  then  that  the  seeds  are 
sown  that  provide  for  us  in  after  years  some  at  least 
of  the  forms  of  distorted  spine  and  contracted 
pelvis.  Rickets,  with  its  delay  in  the  development 
of  the  bony  structures,  and  the  train  of  symptoms 
which  so  seriously  handicap  the  future  mother, 
cannot  be  cured  in  an  obstetrical  sense.  Here,  if 
anywhere,  it  is  prophylaxis  or  prevention  that  is 
necessary,  and  the  nutrition  and  general  hygienic 
management  of  the  infant  have,  therefore,  a  very 
necessary  and  important  place  in  the  work  of  such 
a  Society  as  ours.  It  is  one  of  the  signs  of  the 
times  that  the  laity  is  wakening  up  to  the  serious- 
ness of  our  persistent  infantile  mortality,  and  the 
efforts  of  our  municipalities  and  of  unofficial  pri- 
vate organisations  are  already  taking  effect  in  a 
lessened  infantile  death-rate.  In  this  connection 
we  look  forward  with  interest  to  the  original  com- 
munication on  "  Intestinal  Toxaemia  in  the  Infant" 
promised  to  us  by  Dr.  Ralph  Vincent,  of  London, 
for  our  November  meeting. 

The  medical  man,  and  especially  the  obstetrician, 
must  go  further  in  his  efforts,  for  it  is  not  only  the 
treatment  of  the  weakly  and  already  rickety  that 
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must  concern  him.  The  weakling  infant  is  too 
often  the  forerunner  of  the  unfit  mother.  The 
practitioner  must  concern  himself  far  more  with  the 
prevention  of  the  onset  of  a  disease  that  always 
cripples  and  deforms,  and  it  is  now  a  commonplace 
fact  in  our  knowledge  that  errors  in  the  nutrition 
and  hygiene  of  the  infant  are  the  main  causes  of 
rickety  disorders. 

Girlhood  and  the  approach  of  puberty. — It  is  of 
great  importance  to  watch  critically  the  future 
mother's  growth  into  girlhood.  I  need  only 
enumerate  the  various  points ;  feeding,  now  as 
always,  important ;  hygiene,  including  physical 
exercises  such  as  gymnastics  and  swimming,  and 
sports  such  as  cycling,  golf  and  hockey  ;  education, 
involving  not  only  due  regulation  of  the  amount 
of  mental  work,  but  also  consideration  of  the 
proper  position  and  attitude  in  school  life  and  home 
study,  in  relation  to  light,  the  desk,  etc.  ;  mode  of 
dress,  so  as  to  leave  room  for  play  of  limbs  and 
body,  and  save  from  cramping  or  displacing  organs. 

As  the  future  mother  approaches  puberty,  she 
comes  to  one  of  the  critical  periods  of  her  life,  and 
stress  deserves  to  be  laid  on  the  special  need  for  care 
at  this  time.  Lessons  should  be  slackened  off. 
Short  intervals  of  rest  should  be  encouraged. 

The  girl  should  be  taught  the  meaning  and 
nature  of  the  change  which  is  about  to  take  place. 
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By  this  time  the  simpler  facts  of  reproduction  ought 
to  be  part  of  her  education.  There  is  room  for 
exercise  of  prophylaxis  in  relation  to  the  menstrual 
function,  and  in  these  months  and  years  of  its  estab- 
lishment much  may  be  done  to  secure  its  subse- 
quent regularity  and  freedom  from  pain. 

The  young  woman. — The  period  of  adolescence 
that  succeeds  the  onset  of  puberty  has  its  own 
perils.  If  the  young  woman  belongs  to  a  poor 
family,  she  has  to  go  to  work  in  a  factory  or  shop, 
or  enter  domestic  service,  and  she  runs  the  risk  of 
digestive  disturbance  from  errors  in  feeding,  and 
of  anaemia  as  a  result  of  this  and  the  confinement 
and  often  defective  sanitary  conditions  in  which 
she  may  be  working.  These  play  their  part, 
though  it  may  be  a  minor  one,  in  handicapping  the 
future  mother.  The  obstetrician  welcomes,  there- 
fore, and  takes  his  share  in,  the  advancement  of 
knowledge  of  hygiene  as  to  dress,  food,  etc.,  the 
inspection  of  factories,  laundries  and  workshops, 
and  the  regulation  of  work  and  hours. 

It  is  of  even  greater  importance  now,  if  such 
knowledge  has  not  already  been  sufficiently  com- 
municated, that  the  necessary  amount  of  informa- 
tion with  regard  to  the  points  of  physiology  already 
referred  to,  should  be  given. 

Marriage. — When  marriage  is  contemplated  or 
has  already  taken  place,  the  obstetrician  gets  nearer 
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the  period  of  life  when  he  is  likely  to  be  consulted, 
but  a  healthier  public  opinion  ought  to  be  created 
so  that  for  the  better  exercise  of  prophylaxis  in  rela- 
tion to  motherhood  his  advice  may  be  sought  more 
regularly  in  these  earlier  stages  of  the  young 
woman's  life.  The  importance  of  this  as  a  routine 
practice  on  the  part  of  parents  cannot  be  exag- 
gerated. 

From  the  point  of  view  of  prophylaxis  some 
interesting  points  arise  with  reference  to  marriage. 
I  can  only  allow  myself  time  to  mention  several  that 
occur  to  me.  The  need  for  correct  and  reliable 
information  as  to  the  sexual  functions,  and  the 
proper  relation  of  the  sexes,  becomes  of  urgent 
importance,  if  not  already  provided.  Now,  if  it 
has  not  already  been  done,  the  medical  examination 
should  be  made,  so  that  such  abnormalities  as  bony 
deformities  may  be  discovered  and  noted,  and  occa- 
sional abnormalities  in  the  fleshy  parts  remedied. 
At  the  same  time  the  general  health  can  be  investi- 
gated. This  is  the  time  to  correct  disorders  of  the 
reproductive  organs  that  might  influence  unfavour- 
ably the  progress  of  a  subsequent  pregnancy.  The 
existence  of  tuberculosis,  heart  disease,  kidney  dis- 
orders, syphilis  should  be  ascertained.  Endo- 
metritis, whether  due  to  ordinary  inflammation  or 
of  gonorrhceal  origin,  should  be  treated.  It  is 
almost  a  criminal  thing  that  gonorrhceal  infection 


8         PROPHYLAXIS  IN  OBSTETRICS 


of  a  wife  by  her  husband,  with  its  disastrous  conse- 
quences to  her  much  more  than  to  him,  should  be 
of  so  frequent  occurrence. 

It  should  be  possible  for  the  poor  woman  to  get 
the  same  privileges  as  her  more  fortunate  sister  of 
the  middle  and  upper  classes,  and  the  future  mother 
of  the  race,  even  if  she  is  poor,  should  be  saved 
from  all  forms  of  labour  that  are  likely  to  interfere 
with  the  production  of  healthy  children  when  her 
time  comes. 

Motherhood. — I  have  now  reached  what  many 
will  think  the  most  serious  part  of  my  subject — 
that  part  which  is  directly  concerned  with  mother- 
hood itself,  and  therefore  with  the  exercise  of  pro- 
phylaxis throughout  this  most  important  period  of 
a  woman's  life. 

If  prophylaxis  has  not  been  complete  in  these 
earlier  stages  of  her  life  which  I  have  tried  to  trace, 
we  may  already  discover  constitutional  conditions 
or  physical  deformities  that  are  certain  to  form  com- 
plications in  pregnancy.  There  is,  therefore,  all 
the  more  need  for  constant  vigilance  from  the 
beginning  of  her  pregnancy  onwards  to  enable  the 
mother  to  maintain  the  best  of  health,  and,  without 
undue  strain  or  injury,  give  birth  to  normally 
healthy  children  that  are  properly  fitted  to  survive 
the  risks  of  their  infancy. 

Let  me  deal  with  what  remains  of  the  subject 
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under  the  three  natural  sub-divisions  of  pregnancy, 
parturition,  and  the  puerperium.  Prophylaxis  in 
relation  to  obstetrics  I  have  already  defined  as  the 
prevention  of  complication  from  the  time  of  con- 
ception onwards  through  childbirth  and  the  period 
of  childbed  and  convalescence. 

Prophylaxis  in  pregnancy. — The  objects  to  be 
promoted  during  the  course  of  pregnancy  are  the 
maintenance  of  the  mother's  health,  and  the  proper 
implantation  of  the  ovum  and  its  subsequent 
healthy  development. 

1.  As  to  the  latter  point,  it  should  be  the 
obstetrician's  aim  to  see  that  the  uterus  that  is 
liable  to  become  pregnant  is  free  from  disease. 
Where  care  has  been  taken  in  a  previous  confine- 
ment, or  after  abortion  (which  is  just  as  serious  an 
experience),  to  secure  freedom  from  sepsis  and  com- 
plete involution,  and  where  all  lacerations  have 
received  surgical  attention,  there  is  much  less  likeli- 
hood of  the  occurrence  of  these  chronic  inflamma- 
tions, displacements,  subinvolutions,  abortions, 
extra-uterine  pregnancies,  etc.,  that  make  the  big 
part  of  the  work  in  a  gynaecological  department,  and 
there  would  probably  be  fewer  cases  of  accidental 
and  unavoidable  haemorrhages  than  there  are. 

2.  Disordered  health  in  the  mother  must  be  cor- 
rected. For  perfect  prophylaxis,  the  mother  must 
be  saved  from  the  effects  of  syphilis  and  gonor- 
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rhoea,  the  former  taking  effect  in  interruption  of 
the  course  of  pregnancy,  but  always  capable  of  cure, 
the  latter  leaving  its  effects  rather  on  the  pelvic 
organs  and  ultimately  preventing  pregnancy, 
though  liable  to  cause  salpingitis  as  a  complication 
of  pregnancy,  and  when  present  at  the  end  of  the 
pregnant  condition,  liable  to  injure  the  eyes  of  the 
infant.  Tuberculosis  also  is  a  serious  complica- 
tion which,  while  active,  ought  to  debar  the  possi- 
bility of  pregnancy,  and  if  pregnancy  has  already 
taken  place,  should  suggest  the  desirability  of  its 
being  at  once  terminated  in  the  interest  of  the 
mother.  Heart  disease  complicating  pregnancy 
provides  one  of  the  most  anxious  problems  for  the 
practitioner,  and  yet  the  obstetrician  gets  surprising 
results  by  the  exercise  of  a  judicious  prophylaxis 
displayed  in  rest,  dieting,  and  suitable  medical 
treatment  during  the  pregnancy,  and  the  skilful 
conduct  of  labour  in  relation  to  strain  of  the  heart. 
Here  also  it  may  sometimes  be  imperative  to 
terminate  the  pregnancy  early. 

3.  The  acknowledgment  of  a  certain  slight 
amount  of  digestive  disturbance  in  the  form  of 
morning  sickness,  as  an  almost  constant  concomi- 
tant of  pregnancy  in  the  earlier  months,  has  diverted 
attention  from  the  fact  that  even  this  is  due  to 
disturbed  digestion  and  faulty  metabolism,  and  it 
is  highly  probable  that  sufficiently  early  attention 
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to  this  would  greatly  lessen,  if  not  entirely  stop, 
the  occurrence  of  the  more  serious  forms  of  per- 
nicious vomiting  or  hyperemesis  gravidarum,  the 
neurotic  element  being  usually,  in  my  opinion,  a 
later  development  in  cases  that  should  have  been 
treated  earlier.  A  really  bad  case  of  hyperemesis 
is  one  of  the  most  serious  and  trying  things  with 
which  a  physician  has  to  grapple,  and  no  time 
should  be  lost  in  deciding  the  course  to  pursue  after 
a  complete  clinical  investigation,  if  the  patient's  life 
is  to  be  saved.  The  toxaemia  of  pregnancy  is  still 
largely  a  terra  incognita,  and  much  work  remains 
to  be  done  before  our  treatment  of  this  disorder  can 
be  put  on  a  satisfactory  footing. 

4.  This  remark  applies  even  more  forcibly  when 
we  come  to  consider  the  more  frequent  and  still 
terribly  fatal  disorder  of  pregnancy,  eclampsia. 
Nowhere  better  than  in  Glasgow  can  this  dire  dis- 
order be  studied.  Hardly  a  week  passes  that  we 
do  not  get  one  or  more  cases  in  our  Maternity 
Hospital,  and  in  one  week  lately  there  were  four 
consecutive  fatal  cases.  Someone  has  said,  in 
writing  on  this  subject,  that  in  all  his  experience  he 
had  never  met  with  a  case  of  eclampsia  in  which  the 
urine  had  been  previously  examined,  and  thereby 
hangs  a  moral  that  still  requires  to  be  impressed. 
The  urine  of  every  pregnant  woman  should  be 
repeatedly  examined  throughout  her  pregnancy. 
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At  this  point  I  cannot  help  emphasising  the  need 
for  a  thorough  clinical  investigation  of  these,  often 
terrible,  cases  of  toxaemia,  both  during  pregnancy, 
as  seen  in  pernicious  vomiting  and  eclampsia,  and 
during  the  puerperium,  as  seen  in  septic  infection. 
Advantage  should  be  taken  of  all  the  modern 
means  of  chemical  and  biological  research,  and  a 
complete  equipment  for  this  should  be  provided  in 
our  special  hospitals,  and  be  available  for  the  com- 
munity. Till  this  has  been  done,  we  need  hardly 
expect  any  material  lessening  of  the  death  roll  due 
to  these  complications. 

5.  The  haemorrhages  of  pregnancy  carry  their 
own  lessons  as  to  the  exercise  of  prophylaxis.  The 
promotion  of  the  mother's  health  in  the  intervals  of 
pregnancy,  the  precautions  she  ought  to  take  as  to 
sexual  intercourse  during  pregnancy,  the  kind  of 
work  that  it  is  safe  for  her  to  do,  the  proper  regula- 
tion of  the  digestive  functions  as  to  constipation, 
the  correction  of  displacements  of  the  pregnant 
uterus,  the  proper  treatment  of  such  a  disease  as 
syphilis,  all  help  to  reduce  the  risk  of  haemorrhages 
during  the  pregnant  state.  And  when  haemorrhages 
do  threaten,  prompt  and  skilful  treatment  may  still 
be  an  agent  of  prophylaxis  against  the  worse  fate. 

6.  Another  important  class  still  requires  to  be 
considered  from  the  point  of  view  of  prophylaxis — 
the  numerous  cases  of  contracted  pelvis.  Nowhere 
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is  there  more  need  for  exercise  of  judgment  and 
skill  and  care  in  the  previous  examination.  That 
due  importance  is  not  attached  by  medical  practi- 
tioners to  this  aspect  of  prophylaxis  is  proved  alike 
in  private  and  in  hospital  cases.  This  is  the  proper 
moment  to  discuss  the  matter,  as  it  is  long  before 
the  end  of  pregnancy,  and  not  when  the  patient  is 
well  into  labour,  that  her  treatment  should  be 
decided  upon,  so  far  as  contracted  pelvis  is  con- 
cerned. Till  this  fact  is  generally  recognised,  we 
shall  still  have  the  almost  unjustifiable  operation  of 
craniotomy  or  embryotomy  to  perform,  and  in  less 
severe  cases  the  mother,  the  infant,  or  both  alike 
will  be  maimed,  perhaps  permanently  maimed,  as  a 
consequence  of  difficult  instrumental  delivery. 
Prophylaxis  here  concerns  itself  with  the  accurate 
estimation  of  the  size  of  the  pelvis,  and  account  is 
taken  of  the  relative  sizes  of  the  head  of  the  child 
and  the  birth  canal  through  which  it  must  pass. 
After  a  long  experience  of  hospital  work  as  well  as 
private  consultations,  I  cannot  help  remarking  my 
surprise  that,  with  all  the  natural  anxiety  of  practi- 
tioners as  to  their  midwifery  cases,  there  should  be 
so  frequent  a  disregard  of  the  clear  indications 
regarding  the  proper  methods  of  treatment  of  con- 
tracted pelvis  that  can  be  obtained  from  the  simple 
measurements  of  the  pelvis  and  a  comparison  of  the 
size  of  the  child's  head  with  the  size  of  the  pelvis. 
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As  a  consequence,  difficult  cases,  which,  if  properly 
diagnosed,  would  be  sent  into  a  maternity  hospital, 
or  placed  under  the  charge  of  an  obstetrician  at  once 
without  being  touched,  are  in  this  twentieth  century 
still  subjected  to  bruising,  laceration,  and  infection 
from  frequent  handling  and  futile  application  of  the 
forceps,  or  by  injudicious  attempts  at  version,  when 
really  one  of  the  special  operations  is  required  for 
the  safety  of  the  mother  and  child.  The  principle 
of  prophylaxis  is  not  completely  observed  unless 
the  expectant  mother  is  carefully  examined  at  the 
latest  by  the  time  that  the  child  becomes  viable. 
The  practitioner  has  then  a  wonderful  choice  of 
methods  by  which  he  can  secure  the  healthy  re- 
covery of  the  mother  as  well  as  the  life  of  the  child. 
I  need  only  mention  induction  of  premature  labour, 
and  the  various  methods  of  widening  the  pelvis — 
symphysiotomy  or  pubiotomy — or  Caesarean  sec- 
tion in  all  its  varieties.  One  of  the  most  important 
communications  on  this  subject  ever  given  to  any 
society  was  the  address  of  our  last  Honorary  Presi- 
dent, Professor  Schauta,  on  "Spontaneous  Labour 
in  Contracted  Pelvis,"  a  translation  of  which 
appears  in  the  last  volume  of  the  Transactions  of 
our  Society.  I  must  not  omit  to  mention  the 
possibility  of  modifying  the  severity  of  labour  in 
cases  of  slightly  contracted  pelvis  by  dieting  the 
expectant  mother  during  the  last  half  of  pregnancy. 
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This  need  not  affect  the  vitality  of  the  child,  though 
it  has  a  good  chance  of  reducing  its  weight.  This 
is  an  especially  important  point  where  the  tendency 
is  to  have  big  children.  Another  point  is  the 
induction  of  labour  at  full  term  when  the  previous 
children  have  been  above  average  weight  and 
development,  and  pregnancy  has  gone  beyond  the 
calculated  time. 

7.  One  other  complication  of  pregnancy,  though 
fortunately  a  rare  one,  may  be  mentioned.  When 
there  is  a  history  of  previous  insanity,  and  preg- 
nancy has  again  occurred,  the  true  prophylaxis  in 
this  case  is  the  immediate  termination  of  the  preg- 
nancy. It  is  worth  recalling  here  the  danger  of  a 
second  pregnancy  in  those  rare  cases  of  puerperal 
aphasia. 

8.  A  final  point  occurs  to  me  as  regards  preg- 
nancy. The  breasts  seldom  receive  the  attention 
that  they  deserve,  and,  as  a  result,  now  and  then  a 
case  occurs  where  the  nipples  are  not  suitable  for 
suckling,  and  difficulties  arise  as  to  the  nursing  of 
the  infant  or  septic  absorption  may  take  place, 
ending  in  mastitis,  which  might  have  been  pre- 
vented by  timely  attention  before  labour. 

Prophylaxis  in  labour. — The  aim  here  is  to  pro- 
mote normal  labour  and  do  nothing  at  any  stage  of 
it  that  will  be  prejudicial  to  the  patient  or  the  child. 
Prophylaxis  is  exercised  in  regulating  the  conduct 
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of  the  patient  as  to  her  movements,  or  her  rest,  or 
her  position  in  bed  according  to  the  stage  of  the 
labour,  and  in  protecting  her  from  chill,  from 
exhaustion,  and  from  mental  excitement.  The 
rules  as  to  asepsis  must  be  observed  from  the  very 
beginning  of  labour.  The  patient  must  be  handled 
or  examined  internally  as  little  as  possible,  and 
attention  must  be  given  instead  to  external  ab- 
dominal palpation  as  a  means  of  diagnosis,  and 
when  such  handling  or  examination  is  necessary  it 
is  desirable  that  rubber  gloves  be  used.  Premature 
rupture  of  the  membranes  must  be  avoided,  but  it 
is  just  as  important  to  rupture  them  at  the  right 
time. 

The  greatest  care  must  be  taken  at  this  stage  to 
diagnose  the  exact  position  of  the  child,  for  often  in 
lingering  labour  the  delay  and  difficulty  arise  from 
the  least  error  in  the  position  of  the  presenting  part, 
and  any  abnormality  of  this  character  can  best  be 
corrected  before  rupture  of  the  membrane. 

This  may  be  illustrated  in  some  of  the  varieties 
of  cephalic  presentations.  Excessive  flexion  of 
the  head  (Roederer's  obliquity),  causing  the  occiput 
and  the  small  fontanelle  to  present  with  very  little 
of  the  sagittal  suture  to  be  felt,  is  usually  an  indica- 
tion of  some  abnormal  condition,  such  as  rigid 
cervix  or  vagina,  contracted  pelvis,  unusually  large 
head,  or  macerated  foetus.     To  prevent  undue 
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delay  in  such  cases  an  attempt  is  made  to  get  the 
head  to  engage.  When  the  bregma  or  anterior 
fontanelle  presents,  on  the  other  hand,  insufficient 
flexion  is  indicated,  and  unless  this  is  corrected  a 
prolonged  labour,  with  greater  risk  to  mother  and 
child,  is  the  result,  while  it  may  develop  into  the 
more  troublesome  brow  and  face  presentations,  in 
which  cases  there  is  still  more  need  for  the  skill  and 
judgment  that  are  prophylactic  in  their  effects  by 
obviating  the  well-known  difficulties  and  compli- 
cations that  are  apt  to  arise.  Anterior  parietal 
presentations  (Naegele's  obliquity)  and  posterior 
parietal  presentations  (Litzmann's  obliquity)  should 
equally  suggest  the  desirability  of  specially  careful 
examination.  The  occipito-posterior  position  in 
vertex  presentations  is  perhaps  the  best  illustration 
of  the  benefit  of  the  prophylaxis  of  the  skilled 
obstetrician,  and  it  is  at  the  same  time  the  condi- 
tion to  which  too  little  significance  is  attached  in 
the  routine  of  practice.  I  quote  from  the  article  on 
"Vertex  Presentations,"  in  the  first  volume  of 
Norris  and  Dickenson's  text-book,  by  Dr.  Edward 
Reynolds — "It  may  safely  be  said  that  there  is  no 
variety  of  labour  in  which  easily  avoided  ill  results 
are  so  commonly  incurred  as  in  posterior  positions 
of  the  vertex  ;  and  there  is  certainly  no  subject  in 
obstetrics  that  better  deserves  attention  than  the 
means  of  detecting  extension  and  of  preserving  or 
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re-establishing  flexion  in  these  cases."  When 
asked  in  a  former  session  to  introduce  a  discussion 
on  occipito-posterior  positions  in  vertex  presenta- 
tions, I  had  the  opportunity  of  dealing  with  this 
question  in  detail,  and  the  paper  is  included  in  vol. 
v.  of  the  Transactions  of  the  Society. 

Were  there  time  for  it,  the  need  for  judgment 
and  skill  might  be  similarly  illustrated  throughout 
all  the  varieties  of  labour,  e.g.,  the  familiar  pre- 
cautions so  necessary  in  the  conduct  of  breech  cases, 
the  desirability  of  early  rectification  of  transverse 
or  oblique  presentations  before  rupture  of  the 
membranes,  the  avoidance  of  the  effects  of  precipi- 
tate and  protracted  labour,  the  proper  conduct  of 
the  third  stage  of  labour  so  as  to  facilitate  complete 
expulsion  of  placenta  and  membranes  and  avoid 
haemorrhage.  Especially  should  everything  be 
done  throughout  the  labour  to  prevent  septic 
infection. 

For  the  preservation  of  the  perineum  many 
directions  have  been  given,  but  probably  none  of 
them  are  universally  applicable.  Any  involving 
the  insertion  of  a  finger  into  the  rectum  deserve 
unqualified  condemnation.  The  least  we  can  do  is 
to  maintain  flexion  and  to  keep  the  presenting  part, 
especially  if  it  is  the  head,  from  emerging  hurriedly 
at  the  crisis  of  a  pain.  A  laceration  often  begins 
high  up  in  the  vagina  owing  to  the  lack  of  sufficient 
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flexion  or  some  other  abnormality  in  the  position  of 
the  presenting  part.  A  torn  perineum  is  not  the 
worst  thing  that  can  happen,  but  it  should,  of 
course,  be  at  once  and  carefully  repaired.  It  is 
better  to  postpone  the  repair  for  a  few  hours  than 
to  do  it  ineffectively  at  the  time,  for  it  has  been 
found  that  such  a  repair  is  a  poor  support  to  the 
pelvic  structures,  and  often  necessitates  secondary 
repair. 

Prophylaxis  in  the  puerperium. — Even  if  the 
precautions  hitherto  described  have  been  properly 
observed,  there  is  still  need  in  the  puerperium  for  a 
vigilant  prophylaxis,  as  a  mere  enumeration  of  the 
possible  complications  sufficiently  shows.  The 
patient  must  be  saved  from  the  effects  of  constipa- 
tion, haemorrhoids,  retention  of  urine,  blood  dis- 
orders, nervous  disturbances  (such  as  eclampsia, 
insanity,  neuritis,  aphasia),  anomalies  of  the  breasts 
and  the  milk  secretion,  too  severe  "after  pains," 
tardy  involution  of  the  uterus,  undue  haemorrhage, 
and  septic  infection.  Alike  in  the  worst  and  in  the 
least  serious  complications  that  threaten  the  puer- 
pera,  attention  to  the  earliest  symptoms  will  often 
save  her  from  troublesome  after-results,  and  some- 
times even  from  a  fatal  issue. 

The  first  and  most  alarming  complication,  on 
account  of  its  suddenness,  is  post-partum  haemor- 
rhage.   If  prophylaxis  has  been  exercised  in  the 
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final  stage  of  labour,  by  controlling  the  uterus  from 
the  moment  that  the  presenting  part  emerges  from 
the  vaginal  orifice  until  the  placenta  is  born, 
there  is  little  likelihood  of  alarming  haemorrhage. 
Where  there  is  reason  to  suspect  the  possibility  of 
haemorrhage,  ergot  may  be  readily  used,  and  should 
always  be  at  hand.  Ergot  in  these  days  suffers  by 
neglect,  and  I  think  we  would  do  well  to  use  it  not 
only  on  an  occasion  like  this,  but  regularly  during 
the  puerperium,  to  promote  uterine  contraction  and 
favour  involution. 

Eclampsia  may  come  on  with  equal  suddenness 
at  any  moment,  but  by  this  time  the  practitioner 
should  have  been  able  to  examine  the  urine  and 
note  signs  of  kidney  disease  or  disturbance  of 
metabolism,  and  so  foresee  the  possibility  of  such 
an  attack. 

Of  the  minor  complications,  none  is  more  up- 
setting than  mammary  abscess,  and  it  hardly  needs 
to  be  remarked  that  this  can  almost  invariably  be 
traced  to  some  previous  inattention  to  precautions 
in  the  care  of  the  breasts  and  the  regular  feeding  of 
the  infant.  I  have  not  included  the  nutrition  of 
the  infant  in  my  consideration  of  prophylaxis  in 
obstetrics,  but  I  may  be  allowed  to  remark  here  that 
sufficient  attention  has  not  been  given  in  the  past  to 
this,  though  there  are  now  signs  that  the  work  of 
investigators  and  clinical  observers  in  this  depart- 
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ment  during  the  last  ten  years  is  being  recog- 
nised. 

Perhaps  the  most  serious  of  all  the  complica- 
tions of  the  pregnant  state  is  sepsis,  and  it  is  not 
creditable  to  us  that  the  occurrence  of  sepsis  shows 
little  sign  of  abatement  in  private  practice  during 
the  last  twenty  or  twenty-five  years,  in  spite  of  all 
the  advances  of  knowledge  on  the  subject.  In 
1908,  241  deaths  from  puerperal  fever  were  notified 
to  the  Registrar-General,  and  of  these  1 19  occurred 
in  Glasgow.  The  registered  deaths  in  Scotland 
during  the  ten  years  1899-1908  numbered  2612, 
and  yet  it  is  a  preventable  disease.  What  a  toll  to 
pay  to  defective  method!  And  this  is  not  all, 
for  it  is  impossible  to  estimate  the  much  greater 
number  of  women  who  have  more  or  less  morbidity 
from  milder  sepsis,  and  are  handicapped  afterwards 
in  their  lives.  The  reasons  are  some  of  them  not 
far  to  seek,  and  until  every  practitioner,  midwife, 
and  obstetrical  nurse  not  only  practises  surgical 
cleanliness  as  to  the  hands,  instruments,  and  swabs 
that  are  used,  but  also  and  as  carefully  cleanses  the 
parts  of  the  patient  that  are  to  be  handled,  one  need 
not  expect  in  private  practice  to  abolish  puerperal 
septicaemia  as  one  of  the  most  frequent  and  least 
justifiable  causes  of  death  of  women  in  childbed 
and  of  chronic  ailment  during  their  subsequent 
lives  when  they  survive  the  acute  attack. 
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Conclusion. — In  concluding  this  address  I  must, 
at  the  risk  of  repetition,  give  additional  emphasis  to 
several  of  the  most  important  points  by  way  of  a 
final  summary. 

1.  Contracted  pelvis  is  mostly  a  legacy  of  the 
rickety  infant.  Much  can  therefore  be  done  by 
way  of  prevention  if  enlightened  attention  is  paid 
to  the  feeding  and  hygiene  of  the  baby  from  birth. 

2.  The  education  and  physical  culture  of  the 
growing  girl  must  be  supervised.  This  is  specially 
important  at  the  onset  of  puberty  and  during 
adolescence. 

3.  The  young  woman  should  understand  her 
functions,  and  in  her  work  should  be  protected  from 
debilitating  influences. 

4.  The  young  wife,  and  especially  the  expectant 
mother,  should  receive  the  further  information  that 
is  necessary  for  her  guidance  in  relation  to  the 
sexual  functions  and  the  preparation  for  mother- 
hood. 

5.  As  to  the  complications  of  pregnancy,  it  does 
not  seem  to  be  generally  realised  by  the  busy  prac- 
titioner out  of  how  trifling  ailments  overlooked  the 
most  serious  troubles  arise,  and  how  much  special 
obstetrical  studies  have  in  recent  years  contributed 
to  their  more  scientific  treatment.  I  refer  you  to 
what  I  have  already  said  about  pernicious  vomiting 
of  pregnancy,  which  so  often  develops  out  of  the 
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ordinary  digestive  disturbances,  and  eclampsia, 
which  results  from  renal  or  hepatic  disorders  which 
have  not  been  looked  for  or  have  been  left  un- 
treated. In  the  ante-partum  haemorrhages,  too,  it 
has  been  clearly  shown  by  statistics  that  if  the  con- 
dition is  properly  diagnosed  under  aseptic  precau- 
tions, and  the  patient  is  put  under  the  care  of  a 
skilled  obstetrician  at  an  early  stage  before  she  has 
been  carelessly  handled,  the  chances  of  the  mother 
and  child  are  infinitely  better.  The  same  remark 
applies  to  the  early  diagnosis  of  really  difficult 
cases  of  contracted  pelvis  or  marked  disproportion 
between  the  sizes  of  the  child  and  the  pelvis. 

6.  With  regard  to  the  process  of  labour,  I  desire 
to  give  fresh  emphasis  to  several  points  : 

(a)  Abortion  or  miscarriage  is  really  a  miniature 
labour,  and  should  receive  at  least  the  same  pro- 
phylactic care  as  ordinary  labour.  The  mother 
needs  to  be  taught  this  otherwise  and  earlier  than 
by  the  unhappy  lesson  of  a  weakening  haemorrhage 
or  a  septic  infection. 

(b)  The  induction  of  premature  labour  has  still  a 
place  among  obstetric  operations,  but  it  must  be 
done  after  careful  and  even  repeated  examination 
under  an  anaesthetic,  so  that  the  pregnancy  may  be 
allowed  to  run  as  near  the  full  term  as  is  consistent 
with  spontaneous  delivery.  When  this  is  done, 
the  results  are  most  satisfactory,  as  I  can  testify 
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from  a  recent  series  of  cases  conducted  on  these 
lines  in  the  Glasgow  Maternity  Hospital.  It  has 
been  a  great  advantage  to  Glasgow  to  have  its  new 
Maternity  Hospital  with  abundance  of  room,  so 
that,  apart  from  simply  providing  for  labour  when 
it  comes  on,  patients  may  receive  pre-maternity 
treatment,  and  may  be  admitted,  as  now  frequently 
happens,  for  the  proper  investigation  and  treatment 
of  complications  arising  during  pregnancy.  This 
has  proved  itself  a  great  boon  alike  to  the  practi- 
tioner and  to  the  patient,  and  not  the  least  impor- 
tant of  the  cases  that  need  such  consideration  are 
the  patients  who  can  thus  be  saved  from  operative 
procedure  later  on  by  the  induction  of  premature 
labour  under  favourable  conditions. 

(c)  When  we  come  to  consider  prophylaxis  in 
relation  to  full-time  labour,  it  is  difficult  to  select 
points  for  emphasis,  and  I  shall  confine  my  atten- 
tion to  difficult  labour  in  relation  to  the  use  of  the 
forceps  and  to  the  scope  of  modern  operations. 

The  forceps  should  be  considered  a  surgical 
instrument,  and  its  use  a  surgical  operation.  As  a 
consequence,  the  sterilisation  of  instruments  and 
the  disinfection  of  all  parts  cf  the  operator,  nurse, 
and  patient  that  are  liable  to  be  touched  should  be 
thorough,  and  this  asepsis  should  be  maintained. 
In  this  way  there  is  some  hope  of  avoiding  the 
septic  infection  that  so  frequently  results  from 
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handling.  The  forceps  should  never  be  used  with- 
out distinct  indications  on  the  part  of  the  mother  or 
child  of  the  need  for  it,  and  delay  in  the  labour  is 
very  rarely  a  reason  in  itself.  The  use  of  the 
forceps  should  always  be  preceded  by  a  careful 
measurement  of  the  pelvic  cavity,  so  far  at  least  as 
to  gauge  the  relation  of  the  child's  head  to  the 
pelvic  brim.  One  of  the  painful  experiences  of  an 
obstetrician  in  consulting  and  hospital  practice  is  to 
get  cases  submitted  to  him  after  prolonged  use  of 
forceps  or  repeated  attempts  at  their  application  that 
would  never  have  been  tried  in  this  way  if  an  intel- 
ligent examination  had  been  made,  and  to  him  is 
left,  without  choice,  the  melancholy  duty  of  break- 
ing up  the  child  when  one  of  the  newer  operations 
might  have  saved  it,  and  been  even  less  dangerous 
to  the  mother. 

No  address  on  prophylaxis  would  be  complete 
without  reference  to  those  newer  operations — 
vaginal  section,  Caesarean  section,  and  the  widening 
of  the  pelvis  by  symphysiotomy  or  pubiotomy. 

Vaginal  section  has  not  been  found  to  be  useful  in 
complications  at  full  time,  although  it  may  be  some- 
times advisable  to  incise  a  rigid  cervix  to  save 
irregular  laceration.  Its  place  is  rather  in  the 
earlier  months  of  pregnancy,  where  late  abortion  or 
miscarriage  has  to  be  completed  or  pregnancy  ter- 
minated for  some  other  reason. 
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The  range  of  pubiotomy  or  symphysiotomy  is  so 
limited,  and  the  risk  of  injury  to  important  struc- 
tures is  so  great,  that  I  have  grown  very  critical  of 
any  suggestion  to  adopt  the  operation.  Though  I 
have  performed  both  operations,  I  cannot  express 
any  distinct  preference  between  them. 

Caesarean  section  has  for  a  long  time  been  a 
tremendous  boon  in  cases  of  extreme  contraction  of 
the  pelvis.  In  these  modern  days  its  scope  has 
been  greatly  extended,  and  it  is  now  available  as  an 
operation  of  choice  for  eclampsia,  for  placenta 
praevia,  and  for  transverse  presentations  in  con- 
tracted pelvis  where  decapitation  or  embryotomy  of 
a  living  child  would  be  the  only  alternative. 

The  new  modifications  of  the  operation  by  the 
extra-peritoneal  method  are  at  present  on  their  trial, 
but  this  variation  seems  to  me  to  have  its  own 
place  among  the  operations. 

I  am  tempted  here  to  add  to  the  address  as  pub- 
lished, what  was  not  sufficiently  emphasised  in  it 
when  delivered.  The  importance  of  the  study  of 
clinical  obstetrics  has  been  almost  ignored  till 
recently  in  the  arrangement  of  the  medical  curri- 
culum for  the  student,  and  it  is  little  short  of  a 
scandal  that  he  has  been  in  the  past,  and  is  some- 
times still,  allowed  to  go  out  to  practise  without 
having  taken  a  training  in  practical  midwifery 
beyond  an  often  perfunctory  attendance  on  a  few 
cases. 
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Since  the  whole  art  of  obstetrics  is  concerned 
with,  and  dependent  on,  the  practice  of  the  prin- 
ciples of  prophylaxis,  I  have  of  necessity  omitted 
many  points  that  I  might  have  discussed,  but  I  hope 
that  I  have  gathered  together  such  as  are  sufficient 
to  impress  the  mind  with  the  need  for  vigilance, 
with  the  fact  that  much  has  yet  to  be  accomplished, 
and  with  the  greatness  of  the  ideal  to  be  reached 
by  the  true  practitioner  of  our  art. 


II. 


EXTRAPERITONEAL  CESAREAN  SEC- 
TION AND  ITS  SCOPE  IN  MODERN 
OBSTETRIC  SURGERY.* 

The  usual  method  of  Caesarean  section,  as 
designed  in  most  of  its  details  by  Sanger  a  quarter 
of  a  century  ago  and  now  widely  practised  by 
obstetricians  with  markedly  successful  results  since 
the  development  of  an  aseptic  technique,  has 
obtained  a  definite  and  important  place  in  modern 
operative  midwifery.  The  conditions  favourable 
to  its  highest  success  may  be  put  briefly  as 
follows  :  — 

(a)  The  mother  must  be  healthy  and  the  child 
living  and  at  the  full  term. 

{b)  She  should  be  under  observation  for  a  time 
beforehand  in  hospital  or  nursing  home. 

(c)  It  must  be  ascertained  by  careful  examina- 
tion that  Caesarean  section  is  the  best 
available  mode  of  delivery. 

1  The  Practitioner,  February,  1911. 
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(a)  Any  previous  handling  or  examination  must 
be  conducted  under  the  strictest  antiseptic 
precautions. 

(e)  The  patient  must  be  prepared  as  is  usual  for 
an  abdominal  section.  The  usual  routine 
is  disinfection  of  the  external  genitals  and 
vagina,  sterilisation  of  the  skin  with  iodine 
solution  ;  rubber  gloves  for  the  surgeon 
and  all  assistants  ;  high  median  abdominal 
incision  ;  long  swabs  packed  round  the 
uterus  ;  median  incision  of  the  uterus  and 
delivery  of  the  child  before  bringing  the 
uterus  out  of  the  abdomen  ;  thorough 
cleansing  of  uterine  cavity  and  making 
sure  of  patency  of  cervix  for  subsequent 
drainage ;  interrupted  catgut  sutures 
through  the  uterine  wall,  covered  in  with 
continuous  catgut  suture  of  the  peritoneal 
edges  of  uterine  wound  ;  stitching  of  the 
abdominal  wound  as  far  as  possible  in  the 
usual  layers  with  supporting  through  and 
through  silkworm  gut  sutures. 

With  such  a  technique  the  mortality  of  the 
usual  operation  has  been  reduced  to  a  minimum 
over  a  considerable  series  of  cases,  and  several 
have  been  able  to  report  large  numbers  of  con- 
secutive successful  cases  without  any  fatality.  It 
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has  been  my  good  fortune  to  have  now  over 
thirty  cases  without  a  death. 

The  most  frequent  indication  for  Caesarean 
section  is  contracted  pelvis,  a  certain  extreme 
degree  of  contraction  forming  an  "absolute" 
indication  and  a  less  degree  of  contraction  or  a 
sufficiently  marked  disproportion  between  the 
size  of  the  child  and  the  bony  passage  through 
which  it  has  to  be  born  constituting  a  "  relative  " 
indication.  I  have  no  fancy  for  such  a  distinction 
in  terms  ;  it  may  give  rise  to  confusion  in  the 
minds  of  practitioners,  and  the  simple  criterion 
of  marked  disproportion  between  the  child's  head 
and  the  pelvic  diameters  seems  sufficient.  The 
operation  is  equally  necessary  when  there  is  an 
obstructing  tumour  in  the  pelvis  or  malignant 
disease  of  the  cervix,  and  there  is  a  growing 
tendency  to  employ  it  in  certain  cases  of  eclampsia 
and  placenta  praevia.  There  are  other  and  rarer 
indications  that  hardly  need  to  be  enumerated. 

The  scope  of  the  ordinary  modern  method  of 
Caesarean  section  has  widened  with  its  growing 
success,  and  it  is  in  every  way  a  better  operation, 
even  in  the  more  moderate  degrees  of  contraction 
of  the  pelvis,  than  symphysiotomy  or  the  other 
operations  of  that  type,  the  place  of  these  being 
now  narrowly  limited  to  cases  which  seem  at  first 
to  give  some  hope  of  spontaneous  delivery  with 
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patience  and  good  management,  but  are  ultimately 
found  to  be  difficult  even  for  the  forceps. 

The  usual  modern  intraperitoneal  Cassarean 
section  has  thus  an  important  place  among  ob- 
stetrical operations,  but  it  has  distinct  limitations. 
Statistics  have  shown  that  its  results  are  disastrous 
when  there  has  been  frequent  examination  or  not 
sufficiently  careful  handling  beforehand,  and  even 
that  its  success  may  be  influenced  by  the  stage 
which  the  labour  has  reached  when  it  is  decided 
that  Caesarean  section  is  necessary.  We  are  often 
called  to  treat  such  cases  when  admitted  to  our 
Maternity  Hospital  and  are  driven  to  "  the 
barbarism  of  craniotomy "  for  the  sake  of  the 
mother  although  the  child  is  still  living.  Here 
the  chief  risk  of  the  usual  operation  lies  in  the 
infection  of  the  peritoneal  cavity  by  the  infected 
fluids  escaping  from  the  uterus,  and  it  was  a 
natural  inquiry  of  the  scientific  obstetrician  as  to 
whether  another  route  could  not  be  found  to  the 
uterus  for  the  delivery  of  the  child  with  less 
danger  to  the  mother.  This  was  perhaps  the 
chief,  though  it  may  not  have  been  the  only,  con- 
sideration in  the  minds  of  those  who  have  developed 
and  are  popularising  the  modern  extraperitoneal 
operations. 

We  do  not  need  to  be  reminded  of  the  efforts 
made  by  abdominal  surgeons  and  gynaecologists, 
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and  of  the  great  advantage  that  it  is,  to  reach 
purulent  collections  or  infected  areas  in  the  abdo- 
men or  pelvis  extraperitoneally.  All  obstetric 
consultants  have  had  occasional  experience  of  cases 
of  prolonged  labour  where  perhaps  only  midwives 
have  been  in  attendance  or  the  practitioner  has 
failed  to  appreciate  the  seriousness  of  the  complica- 
tion and  has,  with  or  without  assistance,  applied  the 
forceps,  sometimes  repeatedly,  with  insufficient 
precautions  as  to  asepsis,  with  the  result  that  such 
cases  are  seriously  infected  before  they  are  seen  by 
the  obstetrician  at  all.  In  these  circumstances  the 
ordinary  method  of  Cassarean  section  is  contra- 
indicated,  and  the  question  arises  whether  any  of 
the  so-called  extraperitoneal  methods  can  be  sub- 
stituted in  order  to  avoid  or  lessen  the  risk  to  the 
mother,  while  everything  is  done  to  save  the  life  of 
the  child. 

It  will  be  well  at  this  point  to  summarise  the 
history  of  the  development  of  the  extraperitoneal 
operation,  for  both  in  its  names  and  in  its  methods 
its  changes  have  been  almost  kaleidoscopic.  Among 
the  names  given  are  the  following  : — Extraperi- 
toneal Cesarean  Section,  Transperitoneal  Cesarean 
Section,  Suprapubic  Cesarean  Section,  Suprasym- 
physary  Cesarean  Section,  Extraperitoneal  Supra- 
symphysary  Hysterotomy.  As  the  aim  of  all  the 
operators  is  to  prevent  the  access  of  doubtful 
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discharges  to  the  peritoneal  cavity,  I  have  chosen 
Extraperitoneal  Cesarean  Section  as  the  generic 
name  for  description.  In  reality,  however,  the 
first  operation  to  strike  the  attention  of  present- 
day  obstetricians  was  strictly  speaking  transperi- 
toneal, i.e.,  the  peritoneal  cavity  was  actually 
entered  during  the  process  of  dissection  to  expose 
the  anterior  surface  of  the  lower  uterine  segment, 
but  it  was  shut  off  again  before  incision  of  the 
uterus  for  the  birth  of  the  child. 

We  are  not  specially  concerned  with  the  early 
gropings  after  this  method  of  operation,  but  it  is 
of  interest  to  note  the  historical  fact  that  so  early 
as  the  beginning  of  the  nineteenth  century  it  was 
devised  by  Jorg  in  Leipsic.  Some  forty  years  ago 
Gaillard  Thomas  performed  a  similar  operation  in 
New  York  under  the  name  of  gastro-  or  laparo- 
elytrotomy,  and  some  of  his  contemporaries  on 
both  sides  of  the  Atlantic  followed  suit. 

The  important  development  of  this  method  only 
began,  however,  after  Frank  published  his  first 
cases  in  1907.  With  the  pelvis  raised,  he  made  a 
transverse  incision  through  the  whole  abdominal 
wall  slightly  above  the  symphysis.  Entering  the 
peritoneal  cavity  temporarily,  he  dissected  up  the 
peritoneum  in  front  of  the  uterus  from  the  bladder 
backwards  and  stitched  this  to  the  edge  of  the 
parietal  peritoneum  on  the  upper  flap.    This  shut 
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off  the  peritoneal  cavity  and  allowed  room  for  a 
transverse  incision  of  the  cervix  and  the  delivery 
of  the  child. 

The  criticism  one  is  tempted  to  offer  here  takes 
exception  to  the  extension  of  the  transverse  incision 
of  the  abdominal  wall  right  through  muscle  and 
peritoneum  and  also  the  transverse  incision  of  the 
cervix. 

Sellheim  was  close  on  the  heels  of  Frank  and 
did  much  to  improve  the  technique.  He  followed 
Pfannenstiel's  method  of  transverse  incision  of  the 
abdominal  wall  through  the  skin,  subcutaneous 
tissue,  and  the  fascia.  This  was  dissected  upwards 
and  downwards  to  leave  room  for  median  separa- 
tion of  the  recti  muscles,  from  which  the  peri- 
toneum was  detached  by  blunt  dissection  with  gauze 
swabs,  and  then  from  the  bladder  upwards  so  as 
to  lay  bare  the  cervix.  He  injected  150  to  200 
c.c.  of  sterile  salt  solution  into  the  bladder  before 
doing  this.  The  cervix  was  divided  longitudinally 
and  the  child  was  then  extracted.  It  was  found 
that  difficulty  was  apt  to  arise  here  owing  to  the 
intimate  connection  of  the  peritoneum  with  the 
upper  part  of  the  bladder,  a  difficulty  that  is 
obviated  by  the  succeeding  method.  Sellheim 
made  a  valuable  suggestion  in  leaving  a  temporary 
fistula  or  communication  between  the  uterus  and 
abdominal  wall  in  distinctly  infected  cases. 
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Latzko,  in  1908,  described  an  important  varia- 
tion in  the  method  of  operation.  He  filled  the 
bladder  with  150  c.c.  of  sterile  fluid,  made  a 
median  abdominal  incision  to  the  peritoneum, 
separated  the  recti-muscles,  detached  the  bladder 
by  blunt  dissection  from  one  side,  and,  keeping  it 
back  with  a  spatula  after  emptying  it,  incised  the 
cervix  and  lower  uterine  segment  longitudinally. 

The  method  of  separation  of  the  bladder  here 
adopted  is  certainly  more  feasible  than  those  pre- 
viously suggested,  and  the  peritoneal  cavity  is  not 
even  temporarily  opened. 

Doderlein  has  done  much  for  the  improvement 
of  the  extraperitoneal  operation.  He  adopted 
Pfannenstiel's  transverse  incision  and  did  not 
attempt  to  open  the  peritoneum  at  any  stage.  He 
approached  the  lower  uterine  segment  laterally 
without  detaching  the  bladder  from  the  peritoneum 
above  or  the  vagina  below.  The  bladder  was 
temporarily  filled  with  sterile  fluid  as  in  former 
methods  to  show  its  contour. 

Keeping  it  to  the  right,  he  got  down  upon  the 
anterior  surface  of  the  cervix  by  separation  of  the 
loose  connective  tissue  with  the  help  of  a  gauze 
swab.  After  a  longitudinal  incision  of  the  lower 
uterine  segment  he  extracted  the  child  and  placenta, 
and  sutured  the  uterus  in  the  usual  way.  If  there 
was  a  suspicion  of  septic  contamination,  he  drained 
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into  the  vagina.  A  study  of  these  methods  and 
the  opportunity  I  was  fortunate  in  getting  to  see 
Zweifel  perform  Extraperitoneal  Caesarean  section 
when  I  visited  Leipsic  prepared  me  for  operation 
when  the  need  should  arise.  In  my  first  attempt 
— an  ordinary  case  of  contracted  pelvis — I  seemed 
to  make  my  transverse  abdominal  incision  rather 
high.  At  all  events,  I  had  unexpected  difficulty  as 
to  the  peritoneum,  and  I  completed  the  operation 
intraperitoneally  without  great  difficulty  through 
my  transverse  incision.  There  was  some  slight 
septic  disturbance  which  delayed  the  healing  of  the 
wound,  but  the  patient  is  now  perfectly  well.  In 
my  second  case,  also  an  ordinary  contraction  of 
the  pelvis,  the  operation  would  have  been  com- 
pletely extraperitoneal  if  an  assistant  had  not  for 
the  moment  forgotten  the  technique  and  pulled 
the  uterus  down  to  extract  the  placenta  as  in  the 
classical  method,  thereby  making  a  gap  in  the 
peritoneum.  This  was  at  once  closed.  The 
patient  made  a  satisfactory  recovery. 

Shortly  afterwards  I  had  to  see  in  consultation  a 
young  married  woman  who  had  been  three  days 
in  labour,  with  the  membranes  long  ruptured  and 
the  uterus  tightly  contracted.  As  the  foetal  heart 
was  vigorous  and  the  patient  had  been  carefully 
handled,  I  recommended  her  immediate  trans- 
ference to  the  Maternity  Hospital.    This  seemed 
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an  ideal  case  as  a  test  for  extraperitoneal  Caesarean 
section,  as  the  pelvis  was  contracted,  there  was 
marked  overlapping  at  the  brim,  and  the  head  had 
not  engaged. 

After  preparation  of  the  skin  with  iodine  solu- 
tion and  careful  disinfection  of  the  vagina,  I 
operated  as  described  by  Doderlein.  The  opera- 
tion was  successful  and  mother  and  child  did  well. 

This  description  of  the  methods  of  operation 
does  not  pretend  to  be  exhaustive,  but  it  indicates 
the  chief  variations.  Probably  the  technique  which 
I  followed  in  my  own  cases  will  be  the  most  readily 
available  and  most  easily  followed. 

I  shall  consider  now  the  scope  of  extraperitoneal 
Caesarean  operation.  It  is  available  for  any  of  the 
conditions  for  which  formerly  the  classical  opera- 
tion was  done,  but  being  more  complicated  and 
therefore  more  risky,  it  should  not  be  adopted  in 
this  general  way. 

The  special  indications  for  its  use  seem  to  me  to 
be  the  following  : — 

1.  If  labour  is  allowed  to  proceed  for  some  time 
in  the  hope  that  spontaneous  delivery  will  take 
place  but  cannot  be  completed  in  this  way,  it  is  not 
so  favourable  for  the  older  method  of  operation, 
and  formerly  the  alternatives  presented  were 
symphysiotomy  or  a  severe  instrumental  delivery, 
with  probable  loss  of  the  child  and  serious  injury 
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to  the  mother.  Extraperitoneal  Caesarean  section 
is  now  a  more  favourable  alternative. 

2.  Although  it  is  almost  as  dangerous  to  infect 
the  cellular  tissues  with  pathogenic  organisms  as 
the  peritoneum  itself,  other  forms  are  not  so  risky, 
and  the  modification  of  technique  for  doubtful  or 
actually  infected  cases  recommended  by  Sellheim 
and  called  by  him  hysterotomy,  in  which  he  leaves 
a  temporary  communication  between  the  uterus 
and  the  abdominal  surface  packed  with  gauze, 
seems  to  me  to  be  a  valuable  resource  for  the 
obstetrician  in  such  cases. 

3.  This  method  is  especially  likely  to  suit  cases 
of  contracted  pelvis  that  have  been  long  in  labour 
and  have  the  lower  uterine  segment  stretched  and 
yet  have  been  apparently  preserved  from  infection. 
The  presenting  part  bulges  forwards  and  is  within 
easy  reach  and  there  is  little  likelihood  of  severe 
haemorrhage.  The  cautious  obstetrician  has  hitherto 
preferred  to  perforate  in  such  circumstances,  fearing, 
with  some  justification,  a  delayed  performance  of 
an  intraperitoneal  Caesarean  section,  with  the 
increased  risk  of  infection.  The  case  which  I 
have  quoted  from  my  own  experience,  where  the 
patient  had  been  three  days  in  labour  and  had  been 
examined  outside,  and  where  the  membranes  had 
been  for  hours  ruptured  and  the  cervix  was  widely 
dilated,  is  just  the  sort  of  case  that  would  have 
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been  refused  Caesarean  section  without  hesitation 
by  most  of  us  because  of  such  a  history.  Now,  I 
should  be  ready  to  give  such  patients  the  benefit 
of  the  extraperitoneal  mode  of  delivery. 

4.  Though  I  have  not  had  the  chance  of  trying 
it,  I  am  convinced  that  we  have  in  this  a  unique 
method  of  treatment  of  transverse  or  oblique 
positions  in  contracted  pelvis,  where  the  child  is 
still  living  and  is  likely  to  be  sacrificed  by  any 
other  form  of  treatment.  In  such  cases  the  pre- 
senting part  is  usually  found  to  bulge  well  forwards 
and  to  be  stretching  the  lower  uterine  segment. 
It  then  becomes  easy  to  get  through  the  inter- 
vening connective  tissue  and  incise  the  cervical 
tissue  for  the  delivery  of  the  child. 

5.  It  has  been  proved  by  Sellheim  that  it  is 
available  for  cases  of  placenta  praevia,  as  he  has 
reported  eight  consecutive  cases,  in  all  of  which 
both  the  mothers  and  the  infants  were  saved.  It 
has  to  be  remembered  in  relation  to  placenta 
praevia  that  labour  is  apt  to  be  premature  and 
that  therefore  the  infant  is  likely  to  be  poorly 
nourished  and  weak,  so  that  the  best  results  can- 
not be  expected  in  this  class  of  cases. 

Having  described  the  principal  variations  in  this 
most  recent  addition  to  our  methods  of  obstetrical 
operation,  the  extraperitoneal  Caesarean  section, 
and  having  indicated  the  wider  scope  that  it  gives 
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and  the  additional  chance  it  offers  of  saving  infant 
life,  while  it  may  also  diminish  the  risk  to  the 
mother,  I  may  be  allowed  to  add  a  final  word  of 
appreciation.  I  favour  the  mode  of  operation  as 
described  by  Doderlein  and  fairly  closely  followed 
in  my  own  cases,  in  which  I  used  Pfannenstiel's 
transverse  incision  through  the  superficial  layers  of 
the  abdominal  wall,  including  the  fascia  ;  separation 
of  the  recti  muscles  in  the  middle  line  ;  filling  of 
the  bladder  with  a  sterile  solution  through  a 
catheter,  which  is  kept  in  the  urethra  for  further 
injection  if  needed,  to  define  the  contour  of  the 
bladder  ;  deflecting  the  bladder  with  gauze  swab  ; 
longitudinal  incision  of  the  cervix  which  has  been 
uncovered  in  this  way  ;  and  delivery  of  the  child 
with  the  help  of  a  short  straight  forceps.  In  com- 
pleting the  operation  care  is  taken  to  gather  up  the 
loose  connective  tissue  in  the  final  stitching  of  the 
various  layers  so  as  to  leave  no  dead  spaces. 

In  infected  or  very  doubtful  cases,  drainage  can 
be  secured  through  the  vagina,  when  the  abdominal 
wound  is  closed,  or  by  leaving  a  sterile  or  iodoform 
gauze  packing  between  the  uterus  and  the  abdominal 
surface  and  only  partially  closing  the  wound. 

With  regard  to  the  scope  of  the  operation,  it 
might  be  better  described  as  complementary  to  the 
usual  "classical"  intraperitoneal  operation.  Though 
it  has  not  fulfilled  the  original  expectation  of  some 
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that  it  would  be  available  for  undoubtedly  septic 
cases,  the  modification  I  have  mentioned  above 
may  be  risked  in  these  cases  when  the  ordinary 
intraperitoneal  method  would  never  be  thought 
of,  while  it  is  sure  to  become  an  operation  of 
choice  in  later  stages  of  labour  that  cannot  be 
completed  naturally,  in  shoulder  and  other  pre- 
sentations when  the  position  is  transverse,  and  in 
cases  of  placenta  praevia  where  the  child  is  likely 
to  be  viable. 


E 


III. 


EXTRAPERITONEAL  CESAREAN 
SECTION. 

WITH  RECORD  OF  SIX  CASES.1 

The  limit  of  time  for  a  short  communication 
makes  it  impossible  for  me  to  be  historical,  even 
though  the  operation  in  a  popular  sense  is  only 
five  or  six  years  old,  or  to  describe  the  variations 
in  its  methods  already  recommended  by  different 
operators.  Fortunately  1  do  not  need  to  give 
such  an  exposition  to  the  members  of  this  Obste- 
trical Section.  The  literature  of  the  subject  must 
be  familiar  to  all  of  us,  at  least  in  the  admirable 
summaries  by  the  editorial  staff  of  The  Journal  of 
Obstetrics  and  Gynecology  of  the  Empire.-  I  have 
not  heard  of  any  direct  British  experience  of  the 
operation  other  than  what  has  been  published  by 
Dr.  Tweedy  in  his  paper  in  the  above-mentioned 
journal  for  August,  191 1,  and  in  my  paper  in  the 

1  Read  before  a  Meeting  of  the  Royal  Society  of  Medicine 
in  May,  1 91  2. 

2Journ.  Obstet.  and  Gyn.  Brit.  Emf>.,  191 1,  xx.  pp.  47-51. 
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Practitioner  for  February,  191 1.1  These  two 
papers  describe,  I  think  with  sufficient  clearness 
and  detail,  two  of  the  leading  varieties  of  the 
operation,  and  attempt  to  fix  its  scope  as  an 
obstetrical  operation. 

Doderlein  has  described  and  illustrated  a  method 
of  extraperitoneal  section  through  an  oblique 
lateral  opening  extending  down  to,  but  not 
through,  the  peritoneum,  from  the  anterior 
superior  spine  to  the  middle  line,  slightly  above 
and  parallel  to  Poupart's  ligament.  This  route 
has  the  advantage  of  avoiding  free  manipulation 
of  the  bladder,  though  it  seems  to  me  to  bring  the 
operator  dangerously  near  other  important  struc- 
tures such  as  the  ureter  and  the  uterine  vessels  of 
the  side  on  which  he  is  operating. 

The  method  practised  by  Tweedy  in  his  cases 
would  be  more  correctly  described  as  trans- 
peritoneal, as  he  cuts  through  the  parietal  peri- 
toneum, reflects  the  uterine  peritoneum  upwards 
to  lay  bare  the  muscular  tissue  of  the  anterior  wall 
of  the  lower  uterine  segment,  and  stitches  these 
two  layers  together  right  out  to  the  angles  of  the 
wound  ;  so  it  is  only  at  this  point  that  his  method 
becomes  essentially  extraperitoneal. 

A  third  variation  is  the  method  which  I  have 
adopted  in  all  my  cases.  Its  successive  steps, 
1  Practitioner,  191 1,  lxxxvi.  pp.  206-13. 
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briefly  stated,  are  Pfannenstiel's  transverse  slightly 
crescentic  incision  just  above  the  symphysis  pubis 
through  the  skin  to  the  fascia  covering  the  recti 
muscles,  the  reflection  of  this  flap  from  the  surface 
of  the  muscles  by  blunt  dissection  with  an  occa- 
sional snip  of  the  scissors,  the  separation  of  the 
muscles  in  the  middle  line,  the  distension  of  the 
bladder  with  6  oz.  to  10  oz.  of  sterile  saline 
solution  so  as  to  make  its  contour  prominent,  the 
blunt  dissection  of  the  bladder  from  the  anterior 
wall  of  the  cervix,  with  gauze  swab  over  finger, 
and  the  emptying  of  the  bladder  and  holding  it 
aside  with  a  retractor  so  as  to  allow  median 
longitudinal  incision  of  the  lower  segment  of  the 
uterus.  Then  follows  extraction  of  the  infant 
either  with  the  help  of  the  forceps  or  one  of  its 
blades,  or  by  pressure  or  expression  from  above, 
or  by  pulling  out  a  leg  if  there  is  a  breech  pre- 
sentation. This,  as  I  have  said,  is  the  method 
that  I  have  practised  in  the  six  cases  upon  which  I 
have  based  this  communication. 

In  the  cases  that  I  have  briefly  summarized  for 
my  present  purpose  in  the  tabular  form  accom- 
panying this  communication  I  have  included  the 
first  case  in  which  I  attempted  to  do  this  operation, 
to  illustrate  its  connexion  with  the  classical 
method,  and  also  to  give  me  the  chance  of  men- 
tioning that   the  patient,  Mrs.  M.,  was  again 
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admitted  into  the  Maternity  Hospital  in  labour 
about  a  month  ago  and  was  delivered  by  the 
ordinary  method  of  Caesarean  section  in  the  clinic 
of  my  colleague  Professor  Munro  Kerr.  The 
former  uterine  wound  was  so  satisfactorily  healed 
that  no  sign  of  it  remained,  there  being  only  some 
slight  peritoneal  adhesions  low  down.  The  other 
six  cases  were  deliberately  arranged  and  completed 
as  extraperitoneal  Caesarean  sections. 

These  seven  patients  had  all  of  them  pelvic 
deformity  ;  they  were  all  more  or  less  advanced 
in  labour,  two  of  them  for  three  days  or  more, 
while  others  were  indefinite  as  to  their  earlier 
stages  and  certainly  irregular  in  their  course ;  they 
had  all  of  them  been  handled  ;  at  least  two  of 
them  had  a  temperature  at  the  time  of  the  opera- 
tion ;  two  had  other  complications,  such  as 
hydramnios  and  lateral  placenta  praevia.  The 
patient  who  died  as  I  was  completing  the  operation 
was  operated  on  after  a  harassing  experience  to 
herself,  the  first  report  of  irregularity  and  weak- 
ness of  foetal  heart  being  accepted  without  question, 
and  the  patient  submitted  to  the  full  test  of  labour 
in  the  hope  that  the  cervix  would  dilate  and 
moulding  of  the  head  take  place,  craniotomy  being 
then  the  alternative  to  spontaneous  delivery. 
When  some  hours  later  the  fcetal  heart  was  found 
by  me  to  be  regular  and  strong  I  decided  at  once 
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to  perform  the  extraperitoneal  operation,  and  but 
for  the  accident  of  the  anaesthetic  I  believe  that 
this  patient  would  also  have  done  well,  as  there 
was  no  trouble  in  the  operation. 

With  regard  to  morbidity,  it  should  be  noted 
that  the  later  cases  ran  practically  an  afebrile 
course  while  the  first  cases  had  some  temperature 
and  the  wounds  gave  trouble.  In  all  the  cases, 
however,  the  wounds  were  ultimately  quite  strong. 

Let  me  now  complete  this  communication  by 
giving  you  certain  conclusions  that  I  have  reached 
as  a  result  of  these  experiences  : 

(1)  Extraperitoneal  Cesarean  section  is  not  an 
alternative  to  the  ordinary  classical  operation.  Its 
technique  is  undoubtedly  more  complicated  and 
it  usually  takes  a  little  longer  time,  but  it  should 
never  cause  difficulty  to  the  trained  surgical 
gynaecologist.  The  classical  operation  should  be 
chosen  for  ordinary  cases,  and  the  extraperitoneal 
operation  should  be  complementary  to  it  and 
reserved  for  cases  advanced  in  labour  with  the 
lower  uterine  segment  stretched  by  the  over- 
lapping head  or  the  impacted  shoulder  or  for 
certain  cases  of  placenta  prssvia,  the  child  being 
still  alive. 

(2)  The  healing  of  the  wound  has  been  proved 
to  be  quite  as  satisfactorily  secured  as  in  other 
methods  when  the  right  technique  is  employed. 
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The  different  structure  of  the  lower  uterine  seg- 
ment and  cervix  favours  healing  because  it  is  not 
subject  to  the  disturbing  contractions  of  the 
uterine  body.  Even  when  there  was  a  little  sup- 
puration of  the  wound,  as  in  my  first  three  cases, 
the  disturbance  was  local  and  the  wounds  were 
ultimately  as  completely  healed  and  strong  as  the 
others. 

My  only  two  deaths  after  Caesarean  section  in  a 
series  of  nearly  fifty  cases  resulted  recently  from 
acute  sepsis  within  five  days  after  operation.  Both 
were  due  to  intra-uterine  infection  and  were  from 
previous  history  of  handling  considered  safe  for 
the  classical  operation.  I  am  quite  certain  that 
the  patient  stands  a  much  better  chance  of  her 
life  with  an  infected  uterine  wound  if  it  is  extra- 
peritoneal. 

(3)  The  risk  of  haemorrhage  is  certainly  not 
greater.  I  think  I  am  warranted  in  saying  it  is 
usually  less.  Doderlein's  case  of  serious  haemor- 
rhage necessitating  recourse  to  the  ordinary  method 
may  have  some  relation  to  the  lateral  incision. 

(4)  There  is  no  risk  of  hernia  or  of  intestinal 
complications. 

(5)  To  me  perhaps  the  most  important  con- 
sideration of  all  is  the  added  scope  that  this  method 
gives  for  the  attainment  of  the  ideal  of  Caesarean 
section — the  saving  of  the  life  of  the  child  as  well 
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as  that  of  the  mother.  The  scope  of  the  ordinary- 
operation  is  gradually  widening,  but  there  will 
always  be  cases  that  have  advanced  too  far  in  labour 
and  have  been  handled  too  freely  for  the  ordinary 
Caesarean  section  to  be  undertaken  without  undue 
risk. 

There  are  certain  cases,  too,  of  impacted, 
neglected,  transverse  or  oblique  presentations, 
central  placenta  praevia,  and  even  such  a  complica- 
tion as  the  obstructing  retraction  ring,  which  come 
only  or  best  within  the  scope  of  this  operation. 
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PUERPERAL  FEVER  IN  SCOTLAND, 
AND  WITH  SPECIAL  REFERENCE 
TO  GLASGOW.1 

In  the  brief  formal  introduction  of  the  discus- 
sion on  puerperal  fever,  over  which  I  have  to 
preside,  I  thought  at  first  that  I  would  serve  the 
best  purpose  by  concentrating  the  attention  at  the 
outset  upon  the  occurrence  of  puerperal  fever  in 
Scotland,  and  especially  in  Glasgow,  for  the  latter  is, 
after  all,  the  thing  that  is  of  chief  practical  impor- 
tance to  our  Society  and  to  medical  practitioners  in 
Glasgow.  It  is  fortunate  that,  in  addition  to  Dr. 
Johnston,  the  Physician  Superintendent  of  Belvidere 
Fever  Hospital,  to  which  many  of  the  cases  of 
puerperal  fever  are  sent,  our  Medical  Officer  of 
Health,  Dr.  A.  K.  Chalmers,  has  been  able  to 
accept  our  invitation  to  take  part  in  the  discussion. 

1  Remarks  on  opening  a  discussion  on  "  Puerperal  Infection  " 
at  a  meeting  of  the  Glasgow  Obstetrical  and  Gynaecological 
Society  held  on  28th  February,  1912. 
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I  am  by  this  arrangement  saved  from  the  necessity 
of  dealing  with  the  figures  in  relation  to  Glasgow, 
and  I  know  that  he  has  some  interesting  facts  to 
present  to  us  in  this  respect. 

It  is  sufficient  for  me  to  point  out  with  regard  to 
the  other  statistics  that  the  figures  of  the  Registrar- 
General,  imperfect  and  incomplete  as  they  unfor- 
tunately are,  abundantly  prove  that  we  are  every 
year  losing  in  this  country  thousands  of  mothers 
owing  to  insufficient  care  and  defective  method  at 
the  time  of  childbirth.  These  figures  show  that 
this  fact  needs,  perhaps,  greater  emphasis  to-day 
than  ever,  and  this  in  spite  of  the  spread  of  those 
enlightened  views  which  have  done  so  much  to 
improve  the  results  and  extend  the  scope  of  general 
surgery. 

Take  the  Registrar-General's  return  for  the  year 
1900  as  an  average  example,  and  we  find  that  6071 
deaths  were  registered  for  the  United  Kingdom  as 
due  to  disease  or  accident  at  the  time  of  childbirth 
(including  sepsis),  and  of  these  2563  were  definitely 
certified  as  due  to  puerperal  sepsis.  Of  these  Scot- 
land provided  567,  and  225  were  certified  as  due  to 
puerperal  sepsis.  During  the  ten  years  (1891- 
1900)  the  deaths  in  Scotland  due  to  diseases  and 
accidents  at  childbirth  (including  sepsis)  numbered 
6042,  and  those  definitely  certified  as  due  to  puer- 
peral sepsis  amounted  to  2574.    These  figures 
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certainly  understate  the  actual  facts  as  to  the  mor- 
tality in  childbed.  And  there  has  been  little,  if 
any,  improvement  in  the  figures  during  the  last 
nine  years  (i  901- 1909)  for  which  particulars  are  as 
yet  available.  For  these  nine  years  the  total  deaths 
due  to  accidents  and  diseases  of  childbirth  num- 
bered 6038,  and  of  these  there  are  2392  which  are 
definitely  certified  as  due  to  puerperal  sepsis.  But 
this  is  not  the  whole  tragedy.  We  must  remember 
the  much  larger  number  who  survive  the  accidents 
and  diseases  incident  upon  childbirth,  and  continue 
many  of  them  to  suffer.  An  attempt  has  been 
made  to  estimate  these  cases,  and  it  is  believed  to 
be  a  moderate  computation  that  for  every  woman 
that  dies  in  childbed  there  are  at  least  five  that  are 
more  or  less  permanently  maimed,  as  a  result  either 
of  a  milder  degree  of  infection  or  of  imperfect 
method  in  delivery. 

In  my  address  to  this  Society  on  "Prophylaxis  in 
Obstetrics,"  when  I  took  office  as  president,  I  gave 
prominence  to  similar  figures. 

To  show  how  little  influence  such  epoch-making 
discoveries  as  the  use  of  chloroform  and  the  intro- 
duction of  antiseptics  have  had  in  the  prevention  of 
puerperal  sepsis,  I  borrow  and  introduce  here  a 
small  table  from  the  presidential  address  of  the  late 
Dr.  Milne  Murray  to  the  Edinburgh  Obstetrical 
Society  in  November,  1 900  : 
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Mortality  from  puerperal  fever  in  England  and 
Wales  : 

Mean  deaths 
per  1000. 

r  '■}■ 

1886-1895,     ■  (Anesthesia  general,  -1         .  6 
\Antiseptics  general,   -J  * 

There  is  thus  an  actual  increase  in  the  death-rate 
from  puerperal  sepsis  concurrent  with  the  adoption 
of  these  beneficent  principles,  anaesthesia  and 
asepsis. 

We  are  not  surprised  that  Dr.  Milne  Murray 
should  ask  the  question,  "  Are  we  then  to  conclude 
that,  so  far  as  obstetrics  is  concerned,  the  discoveries 
of  Simpson  and  Lister  are  in  vain,  nay,  rather,  that 
it  would  have  been  better  had  neither  of  them 
lived  ?" 

There  is  another  side  to  the  picture,  however. 
Our  modern  hospitals  have  proved  that  sepsis  can 
be  reduced  to  a  minimum,  and  my  hospital  col- 
leagues will,  I  am  sure,  agree  with  me  when  I  say 
that  fear  of  previous  septic  infection  is  the  only 
thing  that  stays  our  hands  in  the  most  serious 
operative  procedures  that  are  designed  nowadays  to 
save  both  mother  and  child.  Even  a  prolonged 
labour  and  a  notable  error  in  diagnosis  can  usually 
be  atoned  for ;  a  careless  handling  at  any  stage  of 
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the  labour,  and  consequent  infection,  will  almost 
inevitably  prove  fatal. 

The  subject  has  important  bearings  and  varied 
relations,  and  the  more  important  of  these  will  now 
receive  attention  at  the  hands  of  representatives  of 
different  branches  of  our  profession. 


SCOTLAND— DEATHS. 


Year. 

Phlegmasia 
Alba  Dolens. 

Puerperal 
Fever. 

Other 
Diseases  of 
Childbirth. 

Total. 

I90I,  - 

7 

280 

340 

620 

1902,  - 

12 

3°7 

363 

670 

I903,  - 

12 

29I 

406 

697 

1904,  - 

4 

241 

370 

6ll 

1 905,  - 

20 

248 

450 

698 

1906,  - 

12 

263 

442 

705 

1907,  - 

7 

228 

451 

679 

1908,  - 

10 

231 

435 

666 

I909,  - 

7 

212 

480 

692 

The  following  points  seem  to  me  to  demand 
further  and  serious  consideration  : 

1.  The  widespread  and  persistent  prevalence  of 
what  is  admittedly  a  preventable  disease. 

2.  The  need  for  proper  definition  of  the  condi- 
tion that  must  be  notified,  and  for  early  fearless 
diagnosis  and  notification  as  an  aid  to  effective  treat- 
ment. 

3.  The  wider  and  more  practical  recognition  of 
the  fact  that  the  process  of  childbirth  needs  asepsis 
from  beginning  to  end. 
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4.  Such  further  practical  instruction  of  the 
student  and  young  practitioner  as  will  enable  him 
to  grasp  the  true  principles  involved  in  attendance 
on  such  cases. 

5.  The  proper  legal  control  and  education  of  all 
nurses  and  midwives. 


CASE  OF  INTERSTITIAL  PREGNANCY.1 


Interstitial,  sometimes  called  tubo-uterine, 
pregnancy  is  the  most  dangerous  form  of  tubal 
pregnancy,  and  the  most  difficult  of  diagnosis.  It 
is  also,  fortunately,  the  rarest.  Howard  Kelly, 
when  he  published  the  first  edition  of  his  well- 
known  Gynecology,  had  not  seen  a  case.  Werth 
had  a  similar  experience  in  100  cases,  while  Martin 
reported  only  i  in  77.  Its  fatality  is  sufficiently 
illustrated  in  the  report  of  Rosenthal  of  20  cases  of 
interstitial  pregnancy,  all  of  them  fatal. 

In  discussing  its  definition,  someone  has  wittily 
said  that  though  this  form  of  pregnancy  is  ectopic, 
it  is  not,  strictly  speaking,  extrauterine.  A  sensible 
definition  might  be  given  of  it  as  the  form  of 
ectopic  pregnancy  which  originates  in  the  part  of 
the  tube  lying  in  the  muscular  tissue  of  the  uterine 
cornu.  Its  clinical  diagnosis  before  operative 
inspection  is,  of  course,  impossible,  except  as  a 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gynaeco- 
logical Society  held  on  1 6th  December,  1908. 
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matter  of  presumption.  It  was  sometimes  stated 
to  be  much  later  in  rupture,  but  recent  statistics, 
quoted  in  Dr.  Munro  Kerr's  book  on  Operative 
Midwifery  from  Werth's  article  in  Winckel's 
monumental  Handbook,  show  that,  of  32  cases  of 
ruptured  interstitial  pregnancies,  18  occurred  by 
the  end  of  the  third  month. 

Though  the  ovum  may  occasionally  develop  in- 
wards towards  the  uterine  cavity,  and,  reaching  it, 
the  foetus  may  ultimately  escape  by  the  vagina  as  if 
it  were  an  ordinary  incomplete  abortion,  it  usually 
grows  towards  the  abdominal  cavity,  and  at  a  vary- 
ing stage  of  its  development  breaks  through  its 
coverings,  the  foetus  escaping  into  the  abdominal 
cavity,  as  in  the  case  now  to  be  described.  Its 
proximity  to  the  branches  of  the  uterine  as  well  as 
the  ovarian  arteries,  as  well  as  the  fact  of  rupture 
being  often  later  than  in  the  other  varieties,  explain 
the  greater  risk  of  severe  haemorrhage  in  such 
cases. 

Mrs.  H.,  aged  28,  married  two  years  but  never 
before  pregnant,  was  seen  by  me  in  consultation 
with  her  doctor  on  20th  November  on  account  of 
abdominal  pain  that  had  troubled  her  for  five  days. 
She  had  not  menstruated  since  23rd  June,  and  there 
had  been  no  vaginal  discharge  of  any  kind  in  the 
interval  until  the  present  attack  of  pain.  Two 
months  ago  she  had  an  attack  of  severe  abdominal 
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pain  during  the  night,  and  this  did  not  quite  abate 
for  about  three  weeks.  There  was  no  faintness, 
but  she  had  retching  and  vomiting  for  three  days. 
One  month  ago  she  had  a  similar,  but  less  severe, 
attack  of  pain  during  the  night,  passing  off  in  three 
days  without  faintness  or  shivering.  On  Sunday, 
15th  November,  violent  pain  attacked  her  in  bed, 
and  on  Monday  there  was  vaginal  haemorrhage,  and 
a  large  clot  was  discharged.  The  haemorrhage 
stopped  next  day,  but  during  the  two  following 
days  retching  and  vomiting  recurred.  At  this 
time  a  triangular  piece  of  decidual  cast  was  removed 
from  the  vagina  by  her  doctor  when  he  was  examin- 
ing her.  When  we  saw  her  together  on  the 
following  day  (20th  November)  she  was  looking 
very  pale  and  ill,  and  had  a  rapid  pulse  and  elevated 
temperature.  The  abdomen  was  distended,  rigid, 
and  very  tender,  so  that  bimanual  palpation  was 
out  of  the  question.  She  was  admitted  into  the 
Royal  Samaritan  Hospital  the  same  evening,  and 
her  pulse  on  admission  was  noted  as  140,  and  her 
temperature  101.4°  F.  There  were  V.S.  and  V.D. 
cardiac  murmurs  (at  aortic  area).  There  was  pus 
in  the  urine.  The  breasts  were  enlarged,  the 
areolae  were  dark,  and  milky  fluid  could  be  ex- 
pressed. As  there  had  been  slight  improvement  in 
the  appearance  and  strength  of  the  patient,  it  was 
decided  to  wait,  but  patient  was  sick  during  the 
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night  and  grew  worse  during  the  day,  rejecting 
everything,  even  the  bits  of  ice  given.  Tempera- 
ture and  pulse  were  still  up,  but  a  catheter  specimen 
of  urine  showed  neither  blood,  pus,  nor  albumen. 
Jt  was  decided  to  operate,  and  on  22nd  November, 
on  the  second  day  from  admission,  the  abdomen 
was  opened.  It  was  possible  to  palpate  the  abdo- 
men properly  for  the  first  time  under  the  anaesthetic, 
and  two  masses  were  now  felt,  one  on  the  extreme 
left  and  the  other  to  the  right  of  the  middle  line. 
That  to  the  left  was  found  to  be  a  foetus  10  inches 
in  length,  lying  among  coils  of  the  bowel,  the  other 
was  the  enlarged  uterus,  showing  a  big  ragged  rup- 
ture on  its  right  cornu.  There  were  signs  of  peri- 
toneal irritation  where  the  foetus  lay,  and  there  were 
adhesions  of  the  uterus  to  the  parietal  peritoneum 
and  of  the  right  tube  to  neighbouring  structures. 
Large  quantities  of  dark  blood-clot  had  to  be 
scooped  out  of  the  abdominal  and  pelvic  cavities. 
The  umbilical  cord  still  connected  the  cavity  with 
the  foetus,  which,  however,  had  evidently  died  some 
days  ago,  as  it  showed  signs  of  maceration,  and  at 
least  two  loops  of  bowel  were  partially  constricted 
by  it.  This  probably  accounts  for  the  persistent 
tympanitic  distension.  From  the  intimate  rela- 
tions of  the  foetal  envelopes  and  the  placenta  with 
the  uterus  it  was  now  fully  realised  that  this  was  a 
case  of  interstitial  pregnancy.    The  elongated,  un- 
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dilated  right  tube  external  to  the  gestation  sac  was 
divided.  The  whole  mass  was  then  excised  along 
with  a  wedge-shaped  part  of  the  uterus  which 
included  the  tube.  In  the  haste  to  complete  the 
operation  I  unfortunately  omitted  to  note  the  exact 
relation  of  the  round  ligament,  but  I  am  certain 
it  was  not  external  to  the  gestation  sac.  The 
other  tube  and  ovary  were  healthy,  and  were  not 
touched,  and  the  right  ovary  was  also  left  as  well 
as  the  right  tube,  though  it  had  now  no  uterine 
attachment. 

The  deep  uterine  surfaces  of  the  wound  were 
brought  together  by  buried  interrupted  catgut 
sutures,  and  the  peritoneal  edges  were  united  by  a 
continuous  catgut  suture.  Towards  the  close  of 
the  operation  it  was  considered  desirable  to  give  a 
submammary  transfusion  of  nearly  two  pints  of 
normal  saline.  After  washing  out  the  abdominal 
cavity  with  the  warm  saline  solution,  the  abdominal 
wall  was  closed  in  three  layers  in  the  usual  way. 
The  patient  got  on  as  well  as  could  be  expected  in 
one  so  weakened  by  previous  haemorrhage  and  the 
operation  shock,  the  wound  healing  satisfactorily, 
but  on  the  ninth  day  some  swelling  of  the  left  leg 
and  foot  suggested  the  onset  of  a  thrombosis,  which 
is  now  gradually  passing  off.  Probably  this  was 
associated  with  something  in  the  pelvis,  and  it 
explains  the  persistence  of  the  irregular  tempera- 
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tures  seen  on  the  chart.  Though  the  patient 
seemed  to  be  seriously  drained  of  her  vitality  by  so 
great  a  loss  of  blood,  and  her  recovery  has  been 
delayed  by  the  phlebitis,  I  am  sure  that  she  will 
completely  regain  her  former  health. 


VI. 


THE  MECHANISM,  DIAGNOSIS,  AND 
TREATMENT  OF  PERSISTENT  OCCI- 
PITO-POSTERIOR  PRESENTATIONS.1 

The  mechanism  of  labour  has  always  afforded  fruit- 
ful topics  of  discussion,  and  rightly  so,  for  it 
involves  some  very  important  questions  of  diag- 
nosis and  treatment.  This  remark  may,  perhaps, 
be  said  to  apply  with  special  force  to  the  considera- 
tion of  occipito-posterior  positions  in  presentations 
of  the  vertex  and  notably  to  the  class  of  cases  which 
forms  the  subject  of  the  present  discussion,  for  at 
the  present  moment  we  find  leading  obstetricians 
expressing  opinions  diametrically  opposed  to  one 
another  on  such  a  question,  for  instance,  as  the 
necessity  for  operative  interference  or  the  advis- 
ability of  rotation  with  the  help  of  the  forceps. 
The  area  of  discussion  is  perhaps  sufficiently  limited 
and  clearly  defined  by  the  words  of  the  title  selected, 

1  Read  on  introducing  a  discussion  on  the  subject  at  a 
meeting  of  the  Glasgow  Obstetrical  and  Gynaecological  Society, 
22nd  November,  1905. 
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but  I  must  state  at  this  point  what  I  interpret  as 
the  meaning  of  the  word  "persistent."  I  intend 
to  classify  as  "persistent  occipito-posterior  presen- 
tations "  all  presentations  of  the  vertex  in  which  the 
occiput  is  posterior  from  the  start,  or  by  a  process  of 
reversed  internal  rotation  becomes  posterior,  as 
sometimes  happens,  and  refuses  to  undergo  the 
process  of  anterior  rotation  naturally  and  without 
interference  by  the  time  that  it  passes  into  the  out- 
let. I  shall  make  no  reference  to  the  persistent 
occipito-posterior  position  of  the  after-coming 
head. 

The  number  of  cases  in  which  the  occiput  is  pos- 
terior at  one  stage  or  another  of  labour  has  been 
variously  stated,  and  it  probably  exceeds  the 
number  usually  given.  We  may  take  it  that  at 
least  20,  and  probably  as  many  as  30  per  cent,  of 
all  vertex  presentations  are  originally  occipito- 
posterior.  Reynolds  in  Norris's  text-book  gives  a 
table  showing  21  per  cent,  as  the  proportion  of 
occipito-posterior  positions  noted  at  the  time  that 
the  greatest  diameter  of  the  head  was  in  the  brim. 
Clifton  Edgar,  whose  text-book  is  one  of  the  most 
recently  published,  has  given  a  similar  proportion. 
Sir  Halliday  Croom  in  a  paper  published  in  188 1 
stated  that  out  of  414  consecutive  admissions  into 
the  Edinburgh  Maternity  Hospital,  59  were  noted 
as  occipito-posterior  positions,  or  14  per  cent.  By 
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far  the  greater  number  of  these  cases,  however, 
ultimately  complete  their  internal  rotation  into  an 
anterior  position  and  give  rise  to  little  more  trouble 
than  the  ordinary  occipito-anterior  positions  of  the 
vertex.  Only  a  very  small  proportion,  estimated 
at  i|  to  4  per  cent.,  persist  as  occipito-posterior 
after  reaching  the  pelvic  floor.  Naegele  has  stated 
the  proportion  as  i  in  73  labours,  or  1.37  per  cent. 
Clifton  Edgar  collected  statistics  of  2200  labours, 
and  found  89  cases,  or  slightly  over  4  per  cent.,  and 
in  79  of  these,  where  the  full  details  were  given,  46 
were  primiparae  and  33  multiparae.  It  is  thus  seen 
that  it  occurs  almost  equally  in  primiparae  and  in 
multiparae.  Varnier,  on  the  other  hand,  in  a  table 
of  35  cases  gives  8  as  primiparae  and  27  as  multi- 
parae. A  tendency  to  recurrence  in  successive 
pregnancies  has  been  noted.  I  was  in  hopes  that  I 
would  find  in  the  recent  literature  of  the  subject 
details  of  series  of  cases  as  to  the  ages  of  the 
mothers,  the  weight  of  the  children,  the  internal 
measurements  of  the  pelvis,  the  nature  of  previous 
injuries,  etc.,  which  might  have  thrown  fresh  light 
on  the  subject,  but  so  far  I  have  discovered  little  or 
nothing.  A  word  may  still  be  said  in  passing  as  to 
the  etiology  of  such  cases.  The  outstanding  fact 
in  relation  to  persistency  of  the  posterior  position  is 
the  incomplete  flexion,  or  rather  partial  extension  of 
the  head,  and  among  the  factors  concerned  with  the 
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production  of  this  partial  extension  may  be  included 
the  natural  uterine  obliquity  ;  disproportion  in  the 
size  of  the  child,  a  large  child  causing  extension  at 
the  brim,  a  small  child  in  the  cavity  ;  special  roomi- 
ness, as  well  as  general  contraction  or  other  deform- 
ity of  the  pelvis ;  want  of  rigidity  of  the  pelvic 
floor  as  a  result  of  previous  labours  or  considerable 
injury  ;  the  coming  of  the  second  twin  after  dilata- 
tion by  the  first ;  obstruction  to  forward  rotation 
by  hand  or  foot  in  front ;  hydrocephalus  ;  uterine 
cr  abdominal  inertia. 

The  mechanism  of  persistent  occipito-posterior 
or  "face  to  pubes"  positions. — It  is  hardly  neces- 
sary to  remind  ourselves  in  this  Society  that  the 
favourable  features  of  the  mechanism  of  labour  in 
vertex  presentations  are  the  descent  and  engage- 
ment of  the  head  in  the  pelvic  brim  under  the 
influence  of  uterine  contractions,  accompanied  by 
an  increase  of  the  natural  flexion  of  the  head,  so 
that  the  smallest  diameter  of  the  head,  the  sub- 
occipito-bregmatic,  comes  to  lie  in  one  of  the 
oblique  diameters  of  the  inlet.  Descent  and 
flexion  being  maintained,  rotation  of  the  occiput 
forwards  in  the  pelvic  cavity  proceeds  as  the  result 
of  the  forces  applied,  together  with  the  normal 
shape  of  the  cavity,  so  that  the  occiput  emerges 
from  the  birth  canal  in  the  middle  line  under  the 
pubic  symphysis.    In  the  simple  and  more  numer- 
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ou9  cases  of  posterior  positions,  the  bregmato- 
cotyloids  of  Herman,  the  same  mechanism  is  main- 
tained ;  anterior  rotation  of  the  vertex  takes  place 
on  reaching  the  pelvic  floor  or  even  in  some  cases 
before  it,  but,  as  the  uterine  contractions  are  often 
not  so  regular  and  strong,  and  the  foetal  head  is  not 
usually  so  well  adapted  to  this  position,  and  anterior 
rotation,  to  be  complete,  requires  to  be  through 
three-eighths  instead  of  one-eighth  of  a  circle, 
labour  is  slower  and  more  exhausting  even  in  the 
more  favourable  cases. 

With  this  cursory  description  of  the  ordinary 
mechanism  of  the  simpler  forms  of  anterior  and 
posterior  presentations  in  our  minds  we  have  now  to 
consider  in  what  particulars  the  mechanism  of  the 
difficult  or  persistent  occipito-posterior  positions 
differs.  Reference  has  already  been  made  to  the 
maladaptation  of  the  foetal  head  to  the  diameters  of 
the  brim  in  the  occipito-posterior  positions.  The 
biparietal  diameter  of  the  foetal  head  now  lies  in  a 
diameter  of  the  pelvis  between  the  promontory  and 
one  of  the  ilio-pectineal  eminences  which  is  con- 
siderably smaller  than  the  oblique  diameters.  The 
disproportion  may  only  be  slight  and  further 
descent  may,  by  hitching  the  forehead  slightly 
against  the  pubes,  correct  the  commencing  extension 
and  so  the  head  will,  after  all,  enter  the  cavity  fairly 
well  flexed,  and  labour  will  terminate  naturally.  If 
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this  maladaptation  or  disproportion  is  considerable, 
however,  there  is  less  resistance  against  the  descent 
of  the  forehead,  extension  proceeds,  and  we  may 
even  have  a  brow  or  a  face  presentation  developed. 
Even  when  the  head  is  insufficiently  flexed  it  is 
possible,  but  little  more,  for  anterior  rotation  to  take 
place,  but  the  more  usual  result  is  backward  rotation 
of  the  occiput  into  the  sacral  concavity.  In  such  cases 
the  occiput  and  the  sinciput  have  probably  reached 
the  pelvic  floor  almost  simultaneously,  if  indeed  the 
sinciput  has  not  been  first.  The  most  usual  result 
then  is  rotation  backwards  of  the  occiput  owing  to 
the  prominence  and  resistance  of  the  ischial  spine. 
As  rotation  is  being  completed,  the  pressure  on  the 
occiput  is  lessened  and  flexion  again  takes  place 
with  further  advance  of  the  occiput.  Natural 
delivery  in  such  a  position  implies  an  easy  fit, 
strong  uterine  contractions,  and  extreme  flexion, 
with  considerable  and  characteristic  moulding  ;  but, 
under  even  the  most  favourable  circumstances,  it 
involves  vastly  greater  risks  to  the  life  of  the  child 
and  considerable  injury  to  the  maternal  parts,  such 
as  deep  laceration  of  the  vagina,  complete  lacera- 
tion of  the  perineum,  besides  the  probability  of 
injury  to  the  uterus  itself  from  overstretching  and 
thinning  out  of  the  lower  uterine  segment.  It  is 
well  to  contrast  somewhat  more  in  detail  the 
mechanism  of  the  simple  and  these  difficult  cases. 
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In  an  occipito-anterior  presentation  the  occiput  has 
only  to  travel  about  2  inches  corresponding  to  the 
symphysis  pubis,  and  it  is  beginning  almost  to 
emerge  from  the  outlet  before  the  shoulders  get 
engaged  in  the  brim.  The  occiput  in  the  simple 
rotating  occipito-posterior  cases  has  only  a  some- 
what longer  spiral  of  rotation  to  undertake,  and  it 
again  becomes  anterior  and  the  face  in  due  course 
sweeps  the  perineum.  The  case  is  very  different 
when  we  have  a  really  difficult,  not  to  say  persistent, 
occipito-posterior  position  to  deal  with.  If  the 
occiput  rotates  completely  backward  it  has  almost 
5  inches  of  a  sacral  curve  to  traverse  first  of  all,  and 
then  a  further  curve  of  about  5  inches  of  the 
stretched  perineum,  before  it  emerges  and  allows 
the  face  to  appear  from  behind  the  pubic  symphysis. 
This  necessarily  involves  not  only  the  engagement 
of  the  shoulders  and  the  rest  of  the  trunk  at  the 
brim,  but  their  further  descent  well  into  the  pelvis, 
and  their  liability  to  impaction.  Thus,  in  an 
extreme  case  we  may  have  a  crowding  of  parts  at  the 
outlet  so  that  we  have  to  add  the  dorso-sternal 
diameter  of  the  trunk  (3f  inches)  to  the  fronto- 
mental  diameter  of  the  head  (34-  inches),  making  a 
diameter  of  7  inches  to  pass  the  outlet.  It  is  small 
wonder  then  that  a  very  extensive  and  complete 
perineal  laceration  is  the  result  of  such  a  delivery. 
A  serious  complication  of  the  mechanism  may  be 
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noted  in  passing.  Internal  rotation  may  not  be 
completed,  and  we  then  get  a  deep  transverse  posi- 
tion of  the  head  with  impaction. 

Before  leaving  the  subject  of  mechanism,  it  is 
desirable  to  refer  to  a  particular  lesion  of  the  vagina 
to  which  Sir  Halliday  Croom  drew  special  atten- 
tion in  an  interesting  paper  published  in  188 1.  It 
is  a  deep-seated  laceration  of  the  vagina  at  the  level 
of  the  ischial  spine,  and  it  is,  as  might  be  expected, 
usually  on  the  right  side.  It  is  apt  to  leave  a  dis- 
charging sinus  which  might  give  rise  to  trouble, 
apart  from  the  immediate  risk  of  sepsis  through 
such  a  lesion.  It  occurs  so  frequently  in  this 
association  that  it  should  always  be  looked  for. 

Diagnosis. — The  irregular  ineffective  pains  of  a 
prolonged  first  stage  with  probably  premature  rup- 
ture of  the  membranes  will  suggest  in  most  practi- 
tioners' minds  the  diagnosis  of  an  occipito-posterior 
position  of  the  presenting  vertex.  A  patient 
suffering  little  from  such  pains  is  not  likely  to  send 
for  the  practitioner  till  labour  has  proceeded  for 
some  time,  and  it  is  of  the  utmost  consequence  that 
a  diagnosis  should  be  made  early.  The  careful 
practitioner  who  has  visited  his  patient  and  exam- 
ined her  before  labour  has  begun,  will  have  already 
made  his  diagnosis  and  warned  his  patient.  In 
abdominal  palpation  he  has  missed  the  usual  smooth 
continuous  convexity  of  the  foetal  back  and  has  felt 
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instead  the  smaller  projections  indicating  the  limbs, 
while  the  fcetal  heart  has  been  heard  in  its  greatest 
intensity  well  out  to  the  side  between  the  ribs  and 
the  iliac  crest.  The  head  being  felt  at  the  brim,  he 
concludes  that  he  has  to  deal  with  an  occipito- 
posterior  position,  and  this  is  confirmed  by  vaginal 
examination  when  he  feels  the  head  through  the 
vaginal  fornix  or,  if  the  os  uteri  is  patulous,  he 
finds  the  posterior  fontanelle  and  the  sagittal  suture 
running  forwards  from  it  in  one  of  the  oblique 
diameters. 

The  refinements  of  diagnosis  are  only  beginning, 
however,  and  it  has  now  to  be  determined  whether 
there  is  any  degree  of  extension,  as  is  indicated  by 
the  relative  position  of  the  two  fontanelles  with 
reference  to  the  outlet.  Under  any  circumstances, 
the  simple  diagnosis  of  an  occipito-posterior  posi- 
tion has  become  an  indication  for  preliminary  or 
prophylactic  treatment,  for  which  the  practitioner 
will  probably  at  once  give  directions.  If  labour 
has  just  begun  it  will  be  his  duty  to  ascertain  as 
precisely  as  possible  the  position  of  the  head  and  the 
amount  of  flexion,  as  indicated  by  the  ease  or  other- 
wise with  which  he  can  reach  the  bregma  or  anterior 
fontanelle.  He  will,  of  course,  by  this  time  also 
have  estimated  in  the  usual  way  the  pelvic  dia- 
meters and  ascertained  any  marked  lack  of  propor- 
tion between  the  fcetal  head  and  the  birth  canal, 
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e.g.,  contracted  or  otherwise  deformed  pelvis,  en- 
largement of  the  fcetal  head,  simple  or  hydro- 
cephalic, etc.  He  will  have  to  judge  of  the 
dilatability  of  the  maternal  passages,  the  effect  of 
the  prolongation  of  labour  on  the  mother,  as  indi- 
cated by  pulse,  temperature,  sense  of  fatigue, 
strength  of  pains,  etc.,  and  the  result  to  the  child  of 
the  prolonged  and  undue  compression,  affecting 
the  brain  or  the  placental  circulation,  and  recognised 
by  the  rate  and  regularity  of  the  fcetal  pulse. 
Perhaps  there  is  no  class  of  cases  that  is  a  greater 
test  of  the  judgment  than  this,  when  the  practi- 
tioner has  to  decide  as  to  the  necessity  for  operative 
interference. 

Treatment. — In  turning  to  the  treatment  of 
occipito-posterior  positions,  I  cannot  do  better  than 
begin  by  quoting  from  an  article  by  Reynolds. 

"  In  reviewing  the  mechanism  of  posterior  posi- 
tions it  is  at  once  apparent  that  the  whole  key  to 
the  situation  is  to  be  found  in  the  degree  of  flexion 
presented — that  the  better  the  flexion  the  more  cer- 
tain and  the  more  rapid  is  the  execution  of  the 
normal  and  most  favourable  mechanism.  It  is  an 
established  fact  in  practice  that  in  the  comparatively 
few  cases  in  which  good  flexion  is  established  at  the 
start  and  maintained  to  the  end,  posterior  labour  is 
hardly  less  favourable  than  anterior ;  and  that  the 
degree  of  difficulty  increases  as  the  degree  and  per- 
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sistence  of  flexion  decrease,  until  we  reach  the  fact 
that  when  flexion  is  lost  and  is  not  promptly 
restored  by  art,  posterior  positions  invariably  yield 
long,  difficult,  and  exhausting  labours  for  the 
mother,  and  a  large  proportion  of  still  births  among 
the  children.  It  may  safely  be  said  that  there  is  no 
variety  of  labour  in  which  easily-avoided  ill  results 
are  so  commonly  incurred  as  in  posterior  positions 
of  the  vertex  ;  and  there  is  certainly  no  subject  in 
obstetrics  that  better  deserves  the  attention  of  the 
student  than  the  means  of  detecting  extension,  and 
of  preserving  or  re-establishing  flexion  in  these 
cases." 

An  important  part  of  the  treatment  is  prophy- 
laxis, the  prevention  of  the  more  serious  complica- 
tions by  timely  precautions.  Little  is  to  be 
expected  from  mere  mechanical  manipulations 
before  labour  has  set  in,  but  postural  treatment 
should  certainly  be  instituted,  even  for  a  week 
or  two  before  labour,  if  the  condition  is  dis- 
covered. Daily,  or  twice  daily,  the  patient  should 
assume  the  knee-chest  or  knee-elbow  position  for  a 
few  minutes  at  a  time  ;  afterwards  reclining  for 
some  time  on  the  side  to  which  the  occiput  is 
directed. 

In  considering  the  proper  treatment  to  pursue 
when  labour  has  begun,  regard  has  to  be  paid  to 
the  prognosis  of  difficult  and  persistent  occipito- 
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posterior  cases,  and  in  the  past  this  has  not  been 
sufficiently  emphasised.  On  the  part  of  the  mother, 
and  she  undoubtedly  is  the  more  important  of  the 
two  lives  concerned,  we  have  to  consider  the  effect 
of  the  great  prolongation  of  labour  without  help  on 
our  part,  with  the  consequent  exhaustion  and  in- 
creased liability  to  septic  and  other  complications. 
Pressure  necroses  with  resulting  sloughs,  and  severe 
and  extensive  lacerations  of  the  pelvic  floor,  are 
inevitable,  and  some  of  these  are  very  readily  over- 
looked at  the  time,  e.g.,  the  deep  ischial  laceration 
of  the  vagina  already  noted  as  described  by  Halli- 
day  Croom.  On  the  side  of  the  child  it  has  to  be 
remembered  that  the  mortality  is  about  10  per  cent., 
and  that  there  is  special  danger  of  compression  of 
the  head  or  cord,  or  interruption  of  the  placental 
circulation,  or  even  separation  of  the  placenta.  The 
outstanding  feature  of  prophylactic  as  well  as  other 
treatment  of  this  condition  is  the  maintenance  or 
restoration  of  flexion  of  the  fcetal  head,  and  this 
applies  to  all  the  different  classes  of  cases. 

At  this  point,  while  willing  to  give  due  weight 
to  the  opinions  of  those  obstetricians  who  have 
opposed  operative  help  save  as  a  last  resort,  I  wish 
to  emphasise  strongly  the  desirability  of  saving  the 
mother,  if  need  be  even  at  the  expense  of  the  child's 
life,  from  those  serious  lacerations  which  so  often 
accompany  delivery  in  these  cases  ;  and  this  can  be 
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done  by  the  timely  but  also  intelligent  use  of  the 
forceps  before  the  tissues  are  so  mauled  and  the 
mother  is  so  worn  out  as  to  incur  the  risk  of  com- 
plications that  would  not  otherwise  arise  in  connec- 
tion with  the  right  use  of  the  forceps.  If  there  is 
little  hope  of  saving  the  child,  the  risk  to  the  mother 
should  be  lessened  by  perforation.  Symphysiotomy 
may  even  be  advisable,  and  it  has  more  than  once 
been  resorted  to,  but  I  should  hesitate  very  seriously 
before  adding  this  complication  in  such  a  case.  The 
last  symphysiotomy  that  I  did  was  complicated  by  a 
persistent  occipito-posterior  position  and  a  child 
weighing  about  9!  lb.,  and  though  the  child  was 
born  alive  and  is  thriving,  the  mother  is  left  with  a 
rupture  of  bladder  and  urethra,  the  proper  repair  of 
which  has  still  to  be  faced.  The  anxiety  of  a 
perineal  repair  is  not  to  be  compared  with  such  a 
complication. 

It  will  keep  me  clearer  in  further  considering 
treatment  if  I  follow  the  divisions  recommended  by 
several  writers  according  as  the  vertex  is  still  above 
the  brim — high  cases  ;  or  is  fully  engaged  in  the 
brim  and  in  the  cavity  but  has  not  reached  the 
pelvic  floor — medium  cases  ;  or  is  already  pressing 
on  the  pelvic  floor  and  distending  the  perineum — 
low  cases.  It  is  now  that  skill  in  accurate  diagnosis 
and  judgment  tell,  and  it  is  the  practitioner's  duty 
to  weigh  carefully  the  whole  merits  of  the  case, 
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estimating  as  precisely  as  possible  the  various 
measurements,  the  size  of  the  child  and  its  rela- 
tion to  the  size  of  the  pelvis,  the  mother's  and  the 
child's  vitality  as  already  noted  under  diagnosis. 

1.  When  the  vertex  is  still  above  the  brim  and 
signs  are  otherwise  favourable,  it  is  certainly  best  to 
wait,  directing  postural  treatment  in  the  meantime, 
and  perhaps  manipulations  to  effect  rotation  in  the 
hope  of  securing  engagement,  as  described  by 
Herman,  should  be  tried.  Failing  this,  we  may  go 
on  to  perform  podalic  version,  but  the  increased 
danger  to  the  child  must  be  remembered,  and  also 
the  risk  to  the  mother  if  the  lower  uterine  segment 
is  already  thinned  out.  Personally  I  would  in  such 
cases  apply  the  forceps  so  as  to  bring  the  head  into 
the  cavity,  even  aiding  rotation  in  this  way.  The 
patient  will,  of  course,  be  deeply  anaesthetised  by 
an  assistant,  and  all  preparations  must  be  made  for 
an  aseptic  technique.  With  the  hand  in  the  uterus 
rotate  the  occiput  forwards,  aiding  this  by  abdo- 
minal manipulation  of  the  anterior  shoulder  and 
even  pressure  at  the  fundus  to  assist  in  flexion. 
Apply  the  forceps.  The  forceps  may  be  removed 
later  on,  and  natural  delivery  encouraged,  or  it  may 
be  reapplied. 

2.  When  the  head  is  in  the  cavity  and  persis- 
tently occipito-posterior,  the  amount  of  extension 
should  be  found  out  and  flexion  encouraged  by 
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pressure  with  the  fingers  on  the  forehead.  A  single 
blade  of  the  forceps  may  be  used  to  help  to  bring 
down  the  occiput,  or  better  still,  the  vectis,  if  it  is 
available  ;  but  the  additional  utility  of  this  pro- 
ceeding is  doubtful.  If  rotation  fails  and  delivery 
must  now  be  completed,  the  forceps  must  be  used, 
preceded,  of  course,  by  perforation  if  the  mother's 
condition  is  the  only  thing  that  needs  to  be 
regarded.  As  it  is  at  this  stage  that  danger  arises 
specially  in  the  use  of  the  forceps,  I  may  here  say 
what  I  have  to  say  on  the  use  of  the  forceps  in  such 
cases.  An  aseptic  technique  is  presumed.  The 
patient  is  otherwise  properly  prepared  in  every 
detail  by  disinfection  of  the  genitals,  douche  if 
necessary,  catheterisation  and  enema,  and  the  cervix 
must  be  either  fully  dilated  or  quite  dilatable.  She 
should  be  placed  on  a  table.  The  diagnosis  should 
now  be  confirmed  after  the  anaesthetic  has  been 
given  and  the  exact  position  of  the  head  carefully 
ascertained.  Encourage  flexion  at  every  oppor- 
tunity. If  the  head  is  still  only  in  the  brim  a  pelvic 
application  of  the  forceps  with  an  oblique  hold  of 
the  head  may  be  all  that  can  be  accomplished,  but 
lower  down  in  the  cavity  a  cephalic  application 
should  be  aimed  at.  Practise  traction  intermit- 
tently and  in  exerting  force  begin  gently  and 
gradually  get  stronger  in  imitation  of  the  uterine 
pains.    The  long  straight  forceps  may  be  preferred 


OCCIPITO-POSTERIOR  PRESENTATIONS  79 


by  some  in  such  cases,  or,  better  still,  the  special 
forceps  designed  by  Milne  Murray  may  be  used, 
but  few  in  ordinary  practice  will  be  willing  to 
burden  themselves  with  an  extra  forceps,  and  it  is 
fortunate  that  a  more  careful  and  intelligent  use  of 
the  ordinary  axis  traction  forceps  is  sufficient  to 
avoid  the  risks  attributed  to  it.  In  this  connection 
I  may  with  benefit  summarise  the  directions  of 
Brodhead  given  in  a  paper  published  three  or  four 
years  ago.  He  says  that  the  curved  forceps  becomes 
in  effect  straight  by  carrying  the  handles  towards 
the  thigh  of  the  patient  to  which  the  concavity  of 
the  pelvic  curve  looks.  Two  fingers  of  one  hand 
are  kept  on  the  vertex  and  the  sagittal  suture  to 
note  if  the  head  is  turning.  Grasp  the  forceps  and 
hold  the  blades  firmly  against  the  sides  of  the  head 
and  rotate  in  a  uterine  contraction  from  posterior  to 
transverse,  at  the  same  time  carrying  the  handles 
downwards  and  backwards  till  the  concavity  of  the 
pelvic  curve  faces  the  lateral  wall.  Hold  the  head 
in  this  position  for  several  contractions  and  relaxa- 
tions. The  body  will  usually  adapt  itself.  Then 
rotate  to  right  occipito-anterior  or  left  occipito- 
anterior, at  the  same  time  carrying  the  handles 
further  downwards  and  backwards,  so  keeping  the 
tips  of  the  blades  in  the  middle  of  the  pelvis  and 
away  from  the  vaginal  walls.  Hold  the  hand  in 
this  position  for  a  little  to  let  the  body  adapt  itself. 
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It  is  absolutely  necessary  here,  if  anywhere,  to  avoid 
the  blind  mechanical  use  of  the  forceps.  It  must 
become  a  direct  extension  of  the  operator's  hands 
and  be,  as  it  were,  in  immediate  communication 
with  his  brain.  As  the  head  changes  its  relations  to 
the  pelvis  the  forceps  will  probably  have  to  be 
changed  more  than  once,  and  may  even  have  to  be 
reversed  at  one  stage  of  the  delivery.  It  is  neces- 
sary to  emphasise  the  proper  application  of  the 
forceps  in  relation  to  the  foetal  head,  the  so-called 
cephalic  application,  and  this  involves  the  previous 
exact  diagnosis  of  the  position  of  the  head. 
Probably  in  such  cases  there  is  less  injury  to 
maternal  structures  if  a  solid-bladed  forceps  is  used, 
but,  even  in  this  respect,  special  watchfulness  and 
readaptation  of  an  ordinary  good  axis  traction 
forceps  to  changing  conditions  will  be  equally  suc- 
cessful. It  is  quite  certain  that  the  happiest  results 
have  followed  the  use  of  the  forceps  in  such  cases 
when  the  precautions  I  have  described  have  been 
observed,  and  cases  must  be  remembered  where  a 
timely  interference  in  what  seemed  to  be  far  from 
hopeful  circumstances  has  been  followed  by  a  sur- 
prisingly rapid  completion  of  the  labour.  Rota- 
tion, if  practised  at  this  stage,  must  be  encouraged 
rather  than  forced. 

3.  If  the  head  is  well  down  on  the  pelvic  floor 
and  even  presenting  at  the  outlet  and  the  position 
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remains  persistently  occipito-posterior,  there  is  little 
likelihood  of  the  labour  completing  itself  naturally. 
The  extra  force  expended  in  the  previous  stages 
leaves  the  patient  exhausted,  and  the  undue  delay 
in  further  progress  carries  its  perils  both  to  mother 
and  to  child.  In  a  multipara  with  relaxed  outlet 
delivery  by  the  forceps  in  the  occipito-posterior 
position  may  be  effected,  but  in  most  cases  it  will  be 
found  to  be  necessary  and  to  be  better  practice  to 
apply  the  forceps  accurately  to  the  sides  of  the 
fcetal  head  and  encourage  gradual  rotation,  while 
pulling  intermittently  and  always  maintaining  the 
rotation  previously  accomplished  in  the  manner 
described  by  Brodhead  and  already  noted  in  this 
paper. 

As  this  is  an  introduction  to  a  discussion,  I  have 
avoided  the  quotation  and  description  of  illustra- 
tive cases,  and  it  has  been  my  object  to  demonstrate 
the  importance  of  a  clear  understanding  of  the 
mechanism  of  labour  in  occipito-posterior  posi- 
tions, of  an  accurate  knowledge  and  practice  of  the 
various  means  of  diagnosis,  and  of  the  avoidance  of 
undue  delay  in  the  treatment  of  such  cases  by  a 
judicious  and  intelligent  use  of  the  forceps. 


VII. 


SYMPHYSIOTOMY  :  REPORT  OF  A  CASE 
OF  CONTRACTED  PELVIS  AND 
PREGNANCY  TERMINATED  AT 
FULL  TIME  BY  SYMPHYSIOTOMY.1 

(In  association  with  Dr.  VV.  G.  Dun.) 

Dr.  Dun's  note. — Mrs.  A.,  aged  31,  suffered  in 
her  childhood  from  rickets,  and  was  unable  to  walk 
till  she  was  4  years  old.  I  attended  her  at  her  first 
confinement  five  years  ago.  She  went  to  full  time, 
but  the  child  had  been  dead  for  some  days.  Labour 
was  very  tedious,  but  terminated  without  any 
surgical  operation  or  serious  instrumental  in- 
terference.   She  made  a  good  and  quick  recovery. 

On  7th  February  of  this  year  I  was  again  called 
to  Mrs.  A.,  who  was  in  labour  at  full  time. 
Recognising  that,  with  the  existing  deformity  of 
the  pelvis  at  the  inlet,  some  operative  procedure 
must  be  adopted,  I  obtained  the  assistance  of  my 
friend,  Dr.  A.  W.  Russell,  who  suggested  that  by 

1  Read  before  a  meeting  of  the  Glasgow  Medico-Chirurgical 
Society  held  on  2nd  May,  1902. 
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the  performance  of  symphysiotomy  the  inlet  of 
the  pelvis  might  be  so  far  widened  as  to  allow  of 
delivery  with  the  aid  of  forceps.  Accordingly, 
Dr.  Russell  operated  the  following  day,  with  the 
assistance  of  Dr.  George  N.  Turner.  The  opera- 
tion was  quickly  over,  and  the  forceps  was  applied, 
but  very  great  difficulty  was  experienced  in  getting 
the  head  through.  When  born,  the  child's  heart 
was  acting,  but  artificial  respiration  had  to  be 
employed  for  some  time  before  voluntary  respira- 
tion was  established. 

The  subsequent  management  of  the  case  was 
carried  through  by  me.  The  wound  was  dressed 
with  iodoform  gauze,  and  healed  quickly,  except 
at  the  spot  where  an  opening  had  been  left  for 
drainage.  For  a  day  or  two  urine  had  to  be 
drawn  off  with  the  catheter,  and  for  some  time  the 
bladder  was  rather  irritable.  The  patient  was  kept 
in  bed  for  six  weeks.  Her  recovery  was  retarded 
by  thrombosis  of  the  veins  of  the  right  leg,  which 
is  still  somewhat  swollen.  She  is  now  able  to 
move  about  freely,  and  to  walk  a  considerable 
distance.  She  experiences  no  pain  or  uneasiness 
at  the  symphysis  pubis. 

In  this  case,  we  discussed  the  propriety  of 
Caesarean  section,  but,  as  the  issue  of  the  case 
shows,  were  fortunate  in  selecting  symphysiotomy. 
The  operation  is  easily  and  quickly  performed, 
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and  without  serious  shock  to  the  patient.  The 
after-treatment  is  very  simple.  I  desire  to  em- 
phasise this,  for,  in  our  case,  though  the  circum- 
stances of  the  people  were  comfortable,  the  nursing 
was  of  the  most  elementary  kind — the  nurse  being 
old,  and  having  to  act  both  as  nurse  and  house- 
keeper. 

1  cannot  help  thinking  that  this  operation  is 
particularly  worthy  of  the  attention  of  practitioners 
remote  from  a  maternity  hospital  or  from  special 
surgical  assistance.  Anyone  so  situated,  having 
the  responsible  management  of  a  case  with  serious 
pelvic  deformity,  might  hesitate  to  perform 
Caesarean  section,  but  could  easily  undertake 
symphysiotomy,  probably  with  no  more  risk  to  the 
patient  than  were  he  to  do  craniotomy,  and  with 
the  encouraging  hope  of  saving  the  child. 

One  part  of  the  operation  seemed  to  me  par- 
ticularly troublesome,  and  meant  keeping  the 
patient  much  longer  under  the  anaesthetic  than 
would  otherwise  be  required  could  it  be  dispensed 
with.  I  refer  to  the  suturing  of  the  symphysis. 
In  our  case,  as  Dr.  Russell  will  explain,  the  sutures 
snapped,  and  the  bones  were  kept  in  apposition 
by  the  application  from  ilium  to  ilium  of  a  broad 
strip  of  adhesive  plaster,  and  firm  bandaging. 
This  proved  quite  sufficient,  and  would  seem  to 
indicate  that  actual  suturing  of  the  symphysis  is 
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not  needed.  It  has  occurred  to  me  that  a  clamp 
which  would  grip  the  iliac  bones,  and  which  could 
be  tightened  by  means  of  a  conical  screw,  might 
be  easily  devised.  This  could  be  worn  during 
the  time  the  patient  is  confined  to  bed,  and  would 
not  interfere  with  the  dressing  of  the  wound. 
Further  experience  of  this  operation,  however, 
may  prove  even  this  to  be  unnecessary. 

The  operation  (by  Dr.  A.  W.  Russell). — On  7th 
February,  late  at  night,  I  was  asked  by  Dr.  Dun 
to  see  the  patient  whose  case  he  has  just  described. 
She  was  in  labour,  and  had  a  marked  pelvic 
contraction,  which  seemed  likely  to  interfere  with 
its  natural  course.  The  only  measurement  that  I 
took  was  the  diagonal  conjugate,  which  was  3^ 
inches,  and  the  pelvis  was  small.  The  os  was 
dilating,  and  the  membranes  were  intact.  The 
child  seemed  to  be  of  average  size  ;  the  vertex 
was  presenting,  but  was  high  up  and  could  not  be 
made  to  enter  the  brim.  The  position  was  L.O.A. 
We  decided  that  one  of  three  courses  had  to  be 
taken — craniotomy,  symphysiotomy,  or  Caesarean 
section.  After  the  nature  of  the  case  was  explained 
to  the  husband,  we  chose  symphysiotomy.  With 
the  help  of  a  sedative  the  patient  got  some  rest 
during  the  night,  and  her  pains  during  the  follow- 
ing day  were  not  specially  exhausting.  At  the 
operation  I  had  the  assistance  of  Dr.  G.  N.  Turner 
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and  a  trained  nurse,  besides  Dr.  Dun  himself  for 
the  anaesthetic,  and  I  am  indebted  to  all  for  very 
efficient  help. 

After  removing  the  pubic  hair  and  thoroughly 
cleansing  the  external  parts,  I  made  an  incision  in 
the  middle  line  from  the  level  of  the  upper  edge  of 
the  symphysis  pubis  upwards  for  nearly  2  inches, 
and  quickly  cut  down  upon  the  attached  tendinous 
structures,  which,  however,  I  did  not  detach  by 
any  transverse  incision,  but  by  preference  opened 
by  a  longitudinal  slit  sufficient  to  let  the  handle  of 
the  knife  in,  so  as  to  clear  the  posterior  surface  of 
the  symphysis.  In  doing  this  I  also  used  the  finger 
to  get  the  bladder  well  separated,  not  only  in  the 
middle  line  but  laterally.  I  then  slipped  a  short, 
slightly  curved,  probe-pointed  bistoury  along  my 
forefinger,  and  cut  through  the  symphysis  with 
little  difficulty.  I  took  special  care  to  keep  away 
the  urethra  with  a  sound  in  it  as  I  cut  through  the 
lower  part  of  the  symphysis.  Dr.  Turner  was  by 
this  time  grasping  the  pelvis  firmly  to  prevent 
sudden  separation.  When  the  division  of  the 
symphysis  was  completed,  and  the  ends  had  sepa- 
rated, the  wound  was  stuffed  with  sterilised  iodo- 
form gauze,  and  covered  with  a  big  guard  wrung 
out  of  antiseptic  solution.  The  patient  was  now 
put  in  Walcher's  position  by  being  pulled  to  the 
end  of  the  high  kitchen  table  on  which  she  had 
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been  placed  for  the  operation.  I  applied  Neville's 
axis  traction  forceps,  and  as  I  found  that  the  vaginal 
tissues  needed  considerable  stretching  before  I 
could  hope  for  delivery  without  dangerous  and 
extensive  laceration,  I  used  the  forceps  intermit- 
tently, always  relaxing  my  grip  of  the  head  by 
slackening  the  screw,  which  can  be  done  so  easily 
with  this  form  of  axis  traction  handle.  At  the  end 
I  began  to  fear  for  the  child's  life,  and  pulled  more 
strongly,  causing  a  moderate  laceration  of  the 
vagina  to  the  left  of  the  urethra.  It  took  about 
twenty  minutes  of  artificial  respiration  by  Schultze's 
method  to  bring  the  child  round.  It  weighed 
H  lb. 

After  a  vaginal  douche,  I  proceeded  now  to  close 
the  wound.  I  had  tried  to  get  kangaroo  tendon 
for  the  suture  of  the  symphysis,  but  failed,  and  used 
instead  thick  sterilised  catgut  double,  which  I 
applied  in  the  form  of  a  mattress  suture.  I  did 
not  think  it  safe  to  close  the  superficial  wound 
anteriorly  for  at  least  twenty-four  hours,  so  I  led 
a  thin  iodoform  gauze  drain  down  the  back  of  the 
symphysis  and  closed  the  rest  of  the  wound  with 
silkworm-gut.  This  drain  was  to  be  removed  on 
the  second  day.  When  I  proceeded  to  attend  to 
the  vaginal  laceration  the  change  of  position  caused 
the  snapping  of  the  whole  of  the  symphysis  sutures 
with  sharp  reports.    Chloroform  and  patience  were 
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alike  exhausted,  so  I  put  on  three  strong  wide 
straps  of  adhesive  plaster,  and  fixed  securely  a 
specially  strong,  unyielding  binder  made  of 
jean. 

The  progress  of  the  case  to  recovery,  notwith- 
standing the  primitive  nursing  she  received,  was 
uninterrupted,  as  Dr.  Dun  has  already  described. 
I  have  seen  the  patient  this  week,  and  have 
examined  her.  Her  child  is  alive  and  well.  Con- 
sidering the  complication  arising  from  the  throm- 
bosis, she  has  recovered  strength  remarkably.  She 
was  moving  about  and  carrying  her  baby  in  her 
arms  when  I  called,  and  she  preceded  me  upstairs 
without  difficulty  as  to  walking.  The  diagonal 
conjugate  diameter  measures  now  3^  inches,  and 
the  pubic  symphysis  seems  to  be  firmly  united,  no 
gap  being  discoverable  to  the  touch.  There  is 
evidence  of  there  having  been  some  vaginal  lacera- 
tion internally  as  well  as  at  the  entrance,  there 
being  a  thin  crescentic  projection  of  cicatricial 
tissue  across  the  vagina  from  the  cervix  to  the 
left  side. 

As  this  operation  has  not  been  performed  fre- 
quently in  this  country,  and  has  not  been  previously 
discussed  in  this  Society,  I  may  be  excused  if  I 
add  to  my  account  of  the  operation  some  further 
remarks  on  the  subject.  I  shall  do  so  under  the 
following  headings  : — 
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Diagnosis. — The  recognition  of  contraction  at 
the  brim  is  easy,  but  when  it  is  a  question  of 
operative  procedure  it  is  most  important  to  ascer- 
tain the  exact  length  of  the  diagonal  conjugate  and 
the  shape  of  the  pelvic  cavity,  and  the  other 
diameters  should  also  be  noted.  At  the  same 
time,  the  size  of  the  child  in  its  relation  to  the 
pelvic  passage  should  be  estimated,  and,  if  the  pre- 
sentation is  amiss,  it  should  be  righted  by  version 
or  otherwise.  In  our  case,  the  diagonal  conjugate 
did  not  exceed  3^  inches,  which,  calculated  in  the 
usual  way,  would  give  a  true  conjugate  of  less  than 
l\  inches,  a  diameter  which  forbade  symphy- 
siotomy ;  but  I  had  noted  that  the  posterior 
surface  of  the  symphysis  was  unusually  shelving  or 
oblique,  so  that  I  was  not  disposed  to  estimate  the 
true  conjugate  at  less  than  i\  inches.  The  child's 
head  seemed  also  to  be  of  moderate  size.  The 
fcetal  heart  was  heard,  and  the  mother's  health  was 
satisfactory.  For  these  reasons  we  decided  on 
symphysiotomy. 

The  operation. — The  revival  of  this  operation, 
which  had  fallen  into  disrepute  on  account  of  its 
high  mortality,  has  been  made  possible  by  the 
improved  results  obtained  by  asepsis  in  operating. 
In  the  clinic  at  Naples,  where  Morisani 1  resusci- 
tated the  operation,  there  were  24  consecutive 

1  Morisani,  quoted  by  Greig  Smith,  Abdominal  Surgery. 
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cases  without  a  maternal  death,  and  with  the  loss 
of  only  i  child;  while  Pinard,1  in  Paris,  had  19 
consecutive  successful  operations  as  regards  both 
mothers  and  children,  and  Zweifel,2  at  Leipzig, 
had  23  consecutive  operations  without  a  maternal 
death.  The  mortality  over  a  large  number  of 
cases  by  different  operators;  however,  is  still  over 
10  per  cent.,  a  figure  that  we  may  confidently 
expect  to  be  reduced  by  improved  technique, 
and  by  greater  discrimination  in  the  choice  of 
operation. 

The  object  of  the  operation  is  to  increase  the  size 
of  the  pelvic  cavity.  This  is  accomplished  by 
three  different  movements  of  the  innominate  bones 
— (1)  Rotation  on  a  vertical  axis,  allowing  separa- 
tion of  the  pubic  bones  outwards,  increasing  the 
transverse  diameters,  but  not,  as  has  generally 
been  presumed,  adding  much — indeed,  sometimes 
not  adding  anything — to  the  true  conjugate. 
Sandstein,  in  a  very  exhaustive  paper  on  the 
pelvic  changes  in  symphysiotomy,  recently  pub- 
lished, based  on  a  series  of  experiments  on  cadavera 
of  all  ages,  shows  this  conclusively.  (2)  Rotation 
on  a  horizontal  transverse  axis,  allowing  descent 

1  Pinard,  Rev.  tie  Chir.,  February,  1893. 

2  Zweifel,  quoted  by  Norris,  Text-book  of  Obstetrics, 

3  Sandstein,  Journal  of  Obstetrics  and  Gynaecology  of  the  British 
Empire,  March,  1902. 
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of  the  pubes.  (3)  Rotation  of  the  os  innominatum 
on  its  own  long  axis,  also  allowing  downward 
movement  of  the  pubes.  It  will  be  remembered 
that  Walcher,1  in  the  obstetrical  position  which  he 
has  recently  introduced,  taking  advantage  of  the 
well  known  "nutation"  of  the  sacrum,  has  obtained 
an  increase  of  4  millimetres  (nearly  a  quarter  of  an 
inch)  in  the  true  conjugate.  The  descent  of  the 
pubic  bones  obtained  by  symphysiotomy  (second 
and  third  movements)  is  thus  an  extension  of  the 
increase  obtained  by  Walcher's  position.  Hence 
the  advantage  of  using  this  position  during  the 
delivery  of  the  child.  Sandstein 2  has  shown  that 
6  centimetres  (nearly  i\  inches)  is  the  limit  of 
safe  separation  of  the  pubic  bones,  and  that  the 
increase  of  true  conjugate  thus  obtained  is  1  centi- 
metre (two-fifths  of  an  inch).  He  also  fixes  the 
minimum  true  conjugate  at  7.3  centimetres  (2^ 
inches),  and  he  warns  specially  against  unequal 
movements  on  the  two  sides  as  being  likely  to 
cause  rupture  of  the  ligaments,  or  injury  to  soft 
structures  (bladder,  etc.). 

Two  chief  modes  of  operation  are  in  vogue,  the 
open  and  the  so-called  subcutaneous  incision,  and 
each  has  its  place — the  latter  being  available  for 

Walcher,  Cent.fr.  Gyn.,  1889,  p.  892. 
1  Sandstein,  Journal  of  Obstetrics  and  Gynaecology  of  the  British 
Empire,  March,  1902. 
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cases  where  great  difficulty  is  experienced  with  the 
forceps  alone,  and  serious  injury  to  mother  or  child 
becomes  likely. 

Two  varieties  of  subcutaneous  division  have 
been  described.  In  one  (Ayres' 1),  a  pointed 
tenotomy  knife  is  introduced  under  the  clitoris, 
and  pushed  up  in  front  of  the  symphysis  to  make 
a  track  for  a  director.  A  probe-pointed  curved 
tenotomy  knife  is  then  inserted,  and  the  symphysis 
is  cut  through  from  above  downwards,  a  finger  in 
the  vagina  and  a  sound  in  the  urethra  protecting 
the  structures  behind  and  below.  In  the  other 
(Herman's2)  a  pointed  tenotomy  knife  is  intro- 
duced through  the  mucous  membrane  opposite  the 
middle  of  the  symphysis,  and  at  once  cuts  down- 
wards through  the  joint  and  through  the  liga- 
mentum  arcuatum.  The  knife  is  then  reversed, 
and  cuts  upwards. 

The  case  that  we  have  described  could  not  have 
been  managed  in  this  way,  and  where  the  diameter 
ranges  from  i\  inches  to  3  inches  the  open  incision 
I  have  described  is  to  be  preferred,  as  by  it  the 
tissues  can  be  better  preserved  from  laceration  or 
severe  bruising,  and  haemorrhage  can  be  controlled. 
I  shall  not  discuss  at  this  time  the  preparatory  or 
preliminary  enlargement  of  the  pubis  by  operation 

1  Ayres,  American  Journal  of  Obstetrics,  1897,  vol.  xxxvi. 

2  Herman,  Difficult  Labour,  second  edition. 
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as  proposed  by  Frank.1  Some  of  the  special  diffi- 
culties and  complications  may  be  here  noted. 

i .  Sepsis. — This  is  frequently  noted  as  a  cause  of 
death.  Scrupulous  care  as  to  asepsis  from  begin- 
ning to  end  will  minimise  this  danger.  Drainage 
is  difficult,  but  this  may  be  effected,  as  suggested 
recently  by  Zweifel,2  by  making  an  opening  into 
the  vagina  behind  the  symphysis  to  drain  the  pre- 
vesical pocket. 

i.  Hemorrhage  has  sometimes  been  difficult  to 
control.  A  blunt  separator  or  the  finger  should  be 
used  behind  the  symphysis,  the  clitoris  should  be 
avoided  in  front,  and  the  pelvis  should  be  firmly 
controlled  as  regards  separation  of  the  pubic  bones. 

3.  Injury  to  the  bladder  and  urethra. — This  can 
be  averted  by  proper  separation  of  the  tissues 
beforehand,  and  by  preventing  unequal  movements 
on  the  two  sides. 

4.  Anchylosis. — Sandstein  3  says  that  in  all  the 
bodies  on  which  he  experimented  he  did  not  meet 
with  one,  even  at  the  age  of  70,  where  there  was 
anchylosis,  and  he  attributes  the  difficulty  to 
abnormal  direction  of  the  symphysis.  He  does 
not  believe  that  anchylosis  occurs. 

1  Frank,  Monatsck.f.  Gebiirtsh.  u.  Gyn.,  1896,  Bd.  3,  S.  491. 

2  Zweifel,  Centr.f.  Gyn.,  No.  13,  1902. 

3  Sandstein,  Journal  of  Obstetrics  and  Gynecology  of  the  British 
Empire,  March,  1902. 
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5.  Necrosis. — This  is  apt  to  occur  where  the 
bone  has  been  laid  bare  by  the  saw  or  knife,  and 
it  will  be  possible  to  avoid  this  if  better  search  is 
made  for  the  symphysis  so  that  separation  may 
be  effected  through  the  cartilage  by  the  knife 
alone. 

6.  Sloughing  of  vagina  and  vulva. — If  gradual 
dilatation  of  these  structures  is  accomplished  by 
patient  intermittent  pulling  with  the  forceps,  this 
should  not  readily  occur  in  suitable  cases.  If  it  be 
severe,  it  is  questionable  if  the  right  operation  has 
been  selected. 

7.  Lameness  from  a  loose  condition  of  the  sym- 
physis, or  injury  to  the  sacro-iliac  joint.  This  is 
probably  exaggerated,  as  experiment  and  experience 
prove  that  these  important  joints  are  not  seriously 
impaired  by  the  operation. 

As  an  appreciation  of  this  operation,  I  wish, 
finally,  to  say  that  I  believe  it  is  now  likely  to  find 
a  permanent  place  in  our  obstetrical  work.  Its 
mortality  has  already  been  reduced  in  a  series  of 
cases  by  experienced  operators  to  about  5  per  cent., 
and  its  morbidity  is  less  than  that  of  craniotomy. 
It  usually  gives  the  patient  a  slightly  more  roomy 
pelvis,  through  which  a  living  child  may  afterwards 
be  born  by  induction  of  labour.  Though  it  may 
sometimes  be  a  more  troublesome  operation  than 
Caesarean  section,  it  must  always  be  less  formidable, 
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and  it  can  be  done  in  humble  circumstances  in  a 
private  house. 

With  Caesarean  section  for  the  smaller  diameters 
under  2f  inches,  and  symphysiotomy  for  the  larger 
up  to  3^  or  3^  inches,  the  barbarous  procedure  of 
craniotomy  should  never  be  required  where  there 
is  a  living  child. 


VIII. 


PLACENTAL  POLYPUS.1 

True  placental  polypus  is  a  condition  that  is 
probably  of  greater  interest  than  importance,  but 
as  it  is  not  often  seen,  and  as  deciduoma  malignum 
has  been  reported  as  following  it,  this  complete 
specimen  is  shown  to-night.  It  was  removed 
nearly  three  months  ago  from  a  patient,  41  years 
of  age,  who  had  passed  through  an  apparently 
normal  labour,  under  the  care  of  a  midwife,  about 
seven  weeks  previous  to  the  date  of  operation. 
It  was  her  eleventh  pregnancy,  the  others  being 
also  normal,  except  one,  a  miscarriage  at  five 
months.  The  patient  could  not  say  whether  the 
midwife  had  used  traction  or  other  unusual 
manipulation  in  the  removal  of  the  placenta,  but 
she  said  she  had  had  a  severe  flooding  at  the  time, 
and  had  been  bleeding  ever  since.  Her  anaemia 
and  weakness  were  marked,  and  her  temperature 
had  also  been  rising.    Her  doctor  feared  that  it 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gyna:- 
cological  Society  held  on  30th  January,  190 1. 
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might  be  an  inversion  of  the  uterus,  and  I  was 
asked  to  see  her.  After  examining  her  together, 
we  decided  that  it  was  a  polypus  springing  from 
the  interior  of  the  body  of  the  uterus,  and  we 
arranged  to  remove  it  next  day.  Under  chloro- 
form, the  cervix,  soft  and  already  well  dilated, 
admitted  the  finger  easily,  and,  in  trying  to  locate 
the  exact  site  of  the  growth,  I  detached  it,  leaving 
a  roughened  surface  and  slightly  projecting  stump 
on  the  posterior  wall  and  near  the  left  cornu. 
The  whole  uterus  was  well  curetted  with  the  blunt 
flushing  curette,  and  the  abundant  debris  which  I 
now  show  you  was  removed.  As  the  stump  could 
not  be  completely  reduced  with  the  blunt  curette, 
I  followed  with  the  sharp  curette.  I  douched 
before  and  after  with  mercuric  potassium  iodide 
solution,  and  afterwards  introduced  an  iodoform 
gauze  drain  which  had  been  wrung  out  of  the 
antiseptic  solution.  The  cervical  tissue  was  very 
soft,  it  being  almost  impossible  to  keep  hold  of  it 
with  the  ordinary  bullet  forceps,  and  it  bled  so 
freely  as  to  require  suture.  The  patient  made  a 
rapid  and  complete  recovery. 

The  placental  tissue  can  be  traced  about  half 
way  along  one  side  of  the  polypus,  the  rest  of  it 
being  blood-clot,  with  whitish  branching  frame- 
work of  fibrinous  material. 


M 


IX. 


CASE  OF  PLACENTAL  POLYPUS  SIMU- 
LATING CHORION-EPITHELIOMA.* 

At  the  meeting  of  this  Society  in  January,  1901, 
I  showed  a  specimen  of  placental  polypus  removed 
almost  by  a  touch  of  the  finger  from  a  patient  of 
41  years  of  age,  whose  eleventh  pregnancy  had 
terminated  in  an  apparently  normal  full-time  labour 
about  seven  weeks  before  the  date  of  operation. 
A  noticeable  feature  of  that  case  was  the  extreme 
vascularity  and  friability  of  the  cervical  tissue, 
necessitating  suture  of  the  forceps-holds. 

The  specimen  that  I  show  to-night,  with  stereo- 
scopic photograph  taken  when  the  tissue  was  fresh, 
and  microscopic  sections  made  by  the  paraffin  em- 
bedding process,  is  from  a  patient  of  37  years  of 
age,  who  had  been  married  eleven  years,  and  had 
had  five  children,  the  last  three  years  ago.  She  was 
admitted  into  the  Royal  Samaritan  Hospital  under 
the  care  of  Dr.  Halket  on  22nd  July  last,  with  a 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gyneco- 
logical Society  held  on  1 6th  December,  1908. 
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history  of  gradually  increasing  vaginal  haemorrhage 
for  the  previous  eight  days.  Her  last  menstrual 
period  occurred  on  2ist-25th  April,  so  that  she 
was  presumably  in  the  third  month  of  pregnancy 
when  abortion  took  place  about  14th  July.  Five 
days  after  admission,  on  getting  chloroform  for 
examination  and  curetting,  she  had  a  severe 
haemorrhage,  and  became  very  ill  before  the  opera- 
tion was  begun,  so  ergotinin  was  given  hypo- 
dermically,  and  the  vagina  was  packed.  The 
temperature  at  night  rose  to  103*8°  F.,  and 
remained  above  ioo°  for  a  week.  Three  weeks 
later  (on  8th  August)  under  chloroform  she  was 
curetted  after  the  usual  dilatation  of  the  cervix. 
Bleeding  was  profuse,  and  was  only  checked  by 
clamping  the  cervix.  Patient  noticed  that  the  least 
excitement  brought  on  a  gush  of  bright  red  blood. 
A  free  haemorrhage  on  1st  September,  and  for 
three  days  afterwards,  was  presumed  to  be  men- 
strual. 

The  pathologist  reported  on  the  curettings  that 
sections  showed  masses  of  round  cells  and  well- 
marked  chorionic  villi,  decidual  cells  in  masses 
surrounded  by  fibrous  trabeculae — possibly  deci- 
duoma  malignum.  On  this  account  I  was  asked 
to  see  her  on  7th  September,  with  a  view  to  trans- 
ference to  the  surgical  ward  for  further  operation. 
The  uterus  was  noted  to  be  enlarged,  not  freely 
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movable,  somewhat  soft  and  boggy  to  the  touch, 
with  a  thickened  patulous  cervix.  A  probable 
diagnosis  of  chorion-epithelioma  was  given,  and  I 
decided,  with  the  approval  of  the  others,  to  do  a 
complete  abdominal  hysterectomy.  This  was  done 
on  nth  September,  and  though  perfect  aseptic 
healing  of  the  abdominal  wound  was  not  obtained, 
the  patient  was  dismissed  well  on  17th  October. 
The  uterus,  when  slit  open  afterwards,  showed  a 
dark  brown  sessile  tumour,  nearly  r  inch  in  depth 
and  more  than  I  inch  in  width,  intimately  adherent 
to  the  upper  and  posterior  aspect  of  the  uterine 
cavity  at  the  fundus.  The  pathologist's  report  on 
the  microscopic  sections  was  that  they  showed 
blood-clot,  with  large  blood  crystals  at  parts, 
numerous  villi  in  various  stages  of  degeneration, 
and  masses  of  decidual  cells  closely  adherent  to 
uterine  wall  ;  no  definite  invasion  of  the  latter. 

Remarks. — Several  points  deserve  special  atten- 
tion : — 

1.  The  possible  malignancy  of  such  growths, 
though  they  are  to  all  appearance  microscopically 
benign  in  structure.  This  case,  and  my  former 
case  almost  in  equal  degree,  and  most  of  the  cases 
which  I  have  been  able  to  discover  in  a  hurried 
search  of  the  literature  of  the  subject,  have  been 
characteristically  malignant  in  their  clinical  course, 
and  there  are  elements  in  the  history  of  my  present 
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case  that  make  me  adhere  to  the  belief  that  if  the 
uterus  had  not  been  removed  we  would  very  soon 
have  had  a  development  of  the  true  chorion- 
epithelioma. 

2.  These  cases  give  strong  emphasis  to  the 
necessity  for  complete  removal  of  all  decidual  and 
placental  tissue  after  every  case  of  abortion.  It  is 
in  the  non-septic  cases,  where  any  portion  of  tissue 
is  left,  that  such  growths  are  most  likely  to  occur. 

3.  The  best  method  of  removal  of  the  placental 
polypus.  Though  complete  hysterectomy  has  been 
done  in  this  case,  I  am  disposed  to  think  that  in 
such  cases  it  would  be  best,  first  of  all,  to  dilate 
the  cervix  sufficiently  for  exploration  with  the 
finger.  The  curette  is  a  very  imperfect  means  of 
complete  diagnosis  in  this  as  in  many  other  cases. 
I  am  very  doubtful,  however,  whether  a  sessile 
tumour  so  intimately  adherent  to  the  upper  part 
of  the  uterus,  as  appears  to  be  the  case  here,  would 
be  satisfactorily  removed  by  any  means  short  of 
hysterectomy. 


X. 


CHRONIC  OVARIAN  PAIN  AS  ILLUS- 
TRATED IN  THE  RECORD  OF  A  CASE 
FINALLY  TREATED  BY  DOUBLE 
OOPHORECTOMY.1 

When  this  communication  was  postponed  from  the 
last  meeting  of  the  Society  it  was  suggested  that  it 
might  be  made  the  basis  of  a  short  discussion  on 
the  operation  of  oophorectomy  for  the  relief  of  pain 
and  its  after-results. 

Abdomino-pelvic  pain  in  women  provides  both 
the  physician  and  the  surgeon  with  some  of  the 
most  complicated  and  puzzling  problems  in  medi- 
cine, and  its  various  aspects  and  relations  might 
profitably  monopolise  our  attention  for  the  whole 
evening.  In  this  short  paper  I  am  limited  to  the 
class  of  cases  that  are  perhaps  the  most  difficult  to 
understand,  while  they  are  usually  the  most  un- 
satisfactory to  treat — the  cases  of  chronic  so-called 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gynasco- 
logical  Society  held  on  22nd  May,  191 2. 
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ovarian  pain  without  obvious  lesion  discoverable  by 
ordinary  methods  of  examination. 

Chronic  ovarian  pain  may  be  defined  as  the  per- 
sistent pain  felt  in  its  greatest  intensity  at  or  near  a 
point  on  the  abdominal  wall  about  two  inches  or 
three  fingerbreadths  horizontally  inwards  from  the 
anterior-superior  spine,  limited  to  an  area  corres- 
ponding to  the  tenth  dorsal  segment,  and  not 
associated  with  any  recognisable  lesion  or  abnor- 
mality of  any  of  the  abdominal  organs.  This  pain 
must  be  accepted  clinically  as  a  distinct  entity  in 
spite  of  the  criticisms  of  the  gynaecologist  who 
drove  long  needles  through  that  part  in  the  cadaver 
and  frequently  missed  the  ovary,  or  of  the  neuro- 
logist who  said  that  he  found  the  same  localised 
tenderness  in  a  hysterical  male. 

Pain  limited  to  this  ovarian  region  may  be 
associated  with  disease  of  any  of  the  other  abdo- 
minal organs — bowel,  liver  and  gall-bladder,  kidney 
and  ureter,  or  another  part  of  the  generative  tract 
itself,  and  operations  have  sometimes  been  begun 
for  its  relief  only  to  discover  this  fact,  but  such  a 
mistake  becomes  less  and  less  likely  as  knowledge 
advances  and  experience  increases.  Our  real  dif- 
ficulties begin  when  we  have  to  discriminate 
between  simple  chronic  ovarian  pain  and  pain  felt  in 
neurasthenia  or  in  hysteria.  With  careful  and 
repeated  observation  and  examination,  helped  if 
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necessary  by  an  anaesthetic,  the  diagnosis  will 
usually  be  possible.  Gross  lesions  in  the  pelvis, 
or  in  other  abdominal  organs,  will  be  ascertained  by 
pelvic  examination  and  by  other  clinical  methods  ; 
the  presence  of  peritonitis  will  be  marked  by  its 
wider  and  more  irregular  distribution,  and  will  not 
be  limited  to  the  tenth  dorsal  segment ;  neuras- 
thenia, a  frequent  sequel  to  chronic  ovarian  pain, 
has  its  own  characteristic  symptoms,  and  may  need 
treatment  after  removal  of  the  source  of  the  pain  ; 
hysteria,  as  known  to  the  modern  physician,  has  its 
own  definite  physical  signs  upon  which  the  diag- 
nosis rests — its  paresthesia  and  hyperesthesia  and 
other  nerve  disturbances,  and  the  absence  of  limit 
of  the  pain  to  a  definite  segment  of  the  nervous 
system,  though  it  adds  its  own  difficulty  to  the 
treatment  by  the  concentration  of  the  mind  on  the 
local  ovarian  pain  when  present  as  a  complication. 

When  we  have  excluded  all  these  elements  we 
have  still  a  proportion  of  cases,  and  these  often  the 
most  persistent  and  aggravated  in  their  character, 
which  are  associated  with  nothing  else  but  a  condi- 
tion of  the  ovaries  not  readily  recognisable  by  the 
ordinary  methods  of  examination,  and  seldom 
relieved  by  anything  short  of  operative  treatment. 
To  this  class  belongs  the  case  that  is  the  reason  for 
my  present  communication. 

Mrs.  N.  consulted  me  about  the  end  of  1908, 
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nearly  three  and  a  half  years  ago.  She  was  then  37 
years  of  age,  her  husband  was  living,  and  she  had  a 
healthy  boy  10  years  old.  Menstruation  began 
early,  and  before  her  marriage  had  always  been 
painful ;  but  she  had  relief  in  this  respect  after 
marriage,  and  after  the  birth  of  her  child  she  was  in 
good  health.  Subsequently  she  had  two  mis- 
carriages about  the  third  month,  and  was  curetted 
some  time  after  the  first  but  not  at  the  time  of  the 
second  nor  after  it.  Her  abdominal  pain  and 
deterioration  of  health  are  assigned  to  these  inci- 
dents. Tamponade,  frequent  douching,  pessaries, 
applications  of  iodine,  restful  holidays  in  the 
country,  etc.,  were  tried,  with  no  apparent  benefit, 
but  rather  with  progressive  increase  of  the  pain. 
Her  condition  had  become  so  serious  that  five 
months  before  I  was  asked  to  see  her  there  was  a 
consultation,  and  as  a  result  she  was  put  upon  a 
strict  regimen  of  treatment,  including  four  daily 
douches,  each  of  four  pints  of  hot  water,  special 
stress  being  laid  upon  their  regularity  and  the 
quantity  of  fluid  used.  I  mention  these  details  to 
show  that  if  ever  such  a  case  could  be  cured  by 
medical  means  most  carefully  prescribed  and  as 
faithfully  carried  out,  this  ought  to  have  been. 

At  the  time  that  I  saw  her  first  she  was  in  a  miser- 
able state  of  physical  and  mental  health,  and  would 
not  admit  the  slightest  benefit  from  the  elaborate  and 
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prolonged  ritual  of  treatment  which  she  had  religi- 
ously followed  for  the  previous  five  or  six  months. 
She  complained  of  constant  wearing  pain,  specially 
marked  on  the  right  side,  unfitting  her  for  her 
domestic  duties,  and  making  life  itself  a  burden. 
The  uterus  was  found  to  be  slightly  enlarged,  and 
there  was  acute  tenderness  over  the  ovarian  regions, 
this  being  specially  marked  at  a  rounded  projection 
on  the  right  ovary  corresponding  to  a  distended 
follicle  with  thickened  wall  seen  in  the  specimen. 
The  persistence,  and  even  the  gradual  aggravation, 
of  her  symptoms,  left  me  little  hope  that  I  could 
help  her  by  any  variation  of  the  means  of  medical 
treatment.  An  examination  under  an  anaesthetic 
gave  no  fresh  light  on  the  case,  so  I  obtained  per- 
mission for  a  radical  operation  if  this  was  found  to 
be  necessary. 

The  operation  needs  no  description.  Both 
ovaries  and  tubes  were  removed,  primary  con- 
valescence from  the  operation  was  uncomplicated, 
and  the  patient  was  back  in  her  own  home  within 
four  weeks.  But  this  is  not  the  whole  story. 
Complete  recovery  of  health  is  naturally  a  slow  pro- 
cess in  such  cases,  and  this  patient,  by  one  or  two 
sharp  experiences  after  over-exertion  or  prolonged 
fatigue  in  domestic  work,  discovered  that  a  modern 
operation  was  not  the  exact  equivalent  of  an  ancient 
miracle.   Though  I  had  given  a  guarded  prognosis, 


CHRONIC  OVARIAN  PAIN  107 

I  was  myself  for  a  time  anxious  as  to  the  final  result. 
Three  months  after  the  operation  she  was  still  easily- 
tired,  and  there  was  occasional  pain  in  the  left  side. 
Eight  months  after  the  operation,  however,  nutri- 
tion had  markedly  improved.  Her  face  had  a 
younger  look  and  no  pain  could  be  elicited  either  on 
palpation  over  the  ovarian  regions,  previously  so 
tender  as  to  hardly  bear  touching,  or  by  vaginal 
examination. 

Someone  has  said  that  "  no  conclusions  as  to  the 
value  of  operative  treatment  in  curing  the  so-called 
ovarian  pain  can  safely  be  drawn  except  from  cases 
watched  for  a  long  time  subsequent  to  operation." 
I  have  waited  three  years  to  report  this  case,  and 
have  in  the  interval  had  the  satisfaction  of  seeing  my 
patient  (who  seemed  doomed  to  invalidity,  if  not 
something  worse)  regain  her  health  and  resume  her 
normal  habits  of  life,  to  her  own  intense  gratifica- 
tion and  the  delight  of  her  friends. 

I  may  appear  to  some  to  be  making  too  much  of  a 
single  case,  but  it  is  not  the  only  one  in  my  experi- 
ence, and  sometimes  the  exposition  of  one  case  in 
all  its  details  may  be  quite  as  educative  and  as 
effective  an  argument  as  a  big  series  of  cases  not 
entirely  alike  in  their  characteristics.  I  am  re- 
minded of  two  other  cases,  one  of  them,  I  think, 
the  first  double  oophorectomy  that  I  did  for  chronic 
ovarian  pain,  the  other  my  most  recent  case  of  this, 
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in  whom,  however,  I  left  a  very  small  part  of  one 
ovary. 

The  first,  a  single  woman  of  30-35  years,  made  a 
good  recovery,  but  owing  to  an  accident  at  the 
operation  developed  about  three  weeks  later  a 
double  phlegmasia,  and  for  months  after  had  per- 
sistent distressing  pain  high  in  the  abdomen, 
necessitating  a  second  abdominal  section.  In  spite 
of  all  her  subsequent  suffering  she  gave  the 
assurance  that  she  had  entirely  lost  the  original 
ovarian  pain. 

The  last  was  a  young  married  woman  of  28 
years,  who  had  had  one  child  five  years  ago.  Her 
ovaries  show  the  same  characters  as  the  other  speci- 
mens. Her  pain  dates  back  to  her  confinement, 
and  has  latterly  been  constant,  with  acute  prostrat- 
ing exacerbations.  From  the  day  of  the  operation, 
five  weeks  ago,  this  patient  has  declared  that  she 
has  been  completely  relieved  of  her  pain.  And 
this  relief  is  explained  by  some  to  be  due  to 
"  suggestion  " ! 

The  pathological  bearings  of  the  case  have  their 
own  interest,  and  form  part  of  the  reason  for  my 
report.  Ovaries  at  different  ages,  and  in  different 
persons  at  the  same  age,  vary  in  appearance  and 
structure  so  greatly  that  it  is  difficult  to  establish 
either  a  healthy  or  a  pathological  standard  for  com- 
parison of  specimens.    The  ovaries  of  my  patient 


Right  Ovary  from  Behind  (Natural  Size). 

Showing  distended  follicle  and  corrugation. 


Right  Ovary  in  Section  (  x  2). 

Showing  sclerosis,  unruptured  cysts,  and  thickened  cortex  and  cyst  wall. 
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and  the  drawings  of  Mr.  Maxwell,  as  well  as  the 
microscopic  sections,  seem  to  me  to  show  undue 
corrugation  of  their  surfaces,  abnormal  thickening 
both  of  the  cortex  and  of  the  walls  of  unruptured 
follicles — a  condition  of  cystic  sclerosis.  I  am  con- 
vinced that  for  so  advanced  a  pathological  change 
the  only  likely  operation  is  oophorectomy,  and  I 
could  not  hesitate  to  operate  on  both  sides  if  the 
lesion  is  bilateral  and  advanced. 

It  is  difficult  to  understand  how  such  a  diseased 
process  can  be  delayed  or  arrested  in  its  progress, 
the  original  cause  being  as  yet  undiscovered.  Just 
as  the  condition  of  fibrosis  of  the  uterus  is  attri- 
buted to  a  toxic  influence,  we  may  have  a  similar 
agency  at  work  here.  In  the  earlier  stages  much 
may  be  done  by  improving  and  maintaining  the 
general  health,  and  so  avoiding  or  delaying  the  dis- 
tressing complication  of  hysteria  or  neurasthenia. 
When  intelligent  palliative  treatment  has  been  well 
tried,  and  has  failed,  there  should  then  be  no  delay 
in  operating. 

A  small  abdominal  incision  allows  the  operator 
to  inspect  the  pelvis,  and  he  has  then  the  choice  of 
several  operations.  He  may  excise  the  more  dis- 
eased portion  or  portions,  leaving  room  for  the 
development  of  other  follicles  in  the  healthy  parts  ; 
or  he  may  adopt  the  alternative  of  decapsultation, 
or,  more  correctly  speaking,  decortication  of  the 
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ovary,  which  has  been  recommended  and  tried.  Such 
operations  are  specially  desirable  in  the  first  resort  in 
the  younger  patients.  In  advanced  degeneration 
of  the  structures  nothing  short  of  complete 
oophorectomy  is  likely  to  relieve  the  sufferer. 


XI. 


EPILEPTIFORM  ATTACKS  COMPLICAT- 
ING DOUBLE  OVARIAN  TUMOUR  : 

REMOVAL  OF  GROWTHS,  FOLLOWED  BY 
CESSATION  OF  ATTACKS.1 

Epileptiform  seizures  associated  with  the  most 
diverse  exciting  causes  are  familiar  to  every  medical 
man,  and  cessation  of  the  attacks  has  been  fre- 
quently reported  as  a  result  of  the  removal  of  the 
apparent  source  of  the  irritation  or  by  cure  of  the 
disorder  which  had  acted  as  the  exciting  cause. 
Such  widely  differing  states  as  diabetes,  astig- 
matism, the  presence  of  worms,  the  onset  of  an 
infectious  fever,  exophthalmic  goitre,  lead  poison- 
ing, alcoholism,  and  even  the  use  of  tobacco  have 
all  been  credited  as  etiological  factors  in  this 
trouble.  It  is  not  matter  of  surprise,  therefore, 
if  we  find  sometimes  that  disturbance  of  function 
and  disease  of  the  genital  organs  are  described  as 
complicated  by  epileptic  attacks.    When  there  has 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gynaeco- 
logical Society  held  on  23rd  November,  1904. 
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been  genital  irritation,  circumcision  has  cured  the 
irritation  and  stopped  the  attacks,  and  the  treat- 
ment of  an  injured  and  diseased  testicle  has  had  a 
similar  result.  Cases  of  epilepsy  associated  with 
amenorrhcea  and  vicarious  menstruation,  cured  by 
the  use  of  iodide  of  potassium,  were  reported  in 
the  Lancet  nearly  fifty  years  ago.  Other  references 
are  found  scattered  through  medical  literature  to 
cases  in  which  disordered  menstruation,  uterine 
stenosis,  and  other  conditions  were  found  in 
patients  who  were  also  the  subjects  of  epilepsy, 
and  where  such  patients  were  cured  of  their 
epilepsy  when  the  local  diseased  condition  was 
removed.  There  is  an  interesting  class  of  cases 
in  which  epilepsy  develops  at  puberty.  I  remember 
one  very  marked  case  of  this  kind  which  some 
years  ago  gave  her  parents  grave  concern  for  some 
time,  but,  fortunately,  the  persistent  use  of  bromides 
and  the  stopping  of  school  work,  with  attention  to 
dietary,  open-air  exercise,  etc.,  were  ultimately 
followed  by  complete  cure.  It  has  not  been  easy, 
however,  to  find  any  record  of  cases  such  as  the 
one  1  wish  to  report  to-night,  where  epileptiform 
attacks  seemed  for  a  time  to  occur  at  the  menstrual 
periods  and  coincidently  with  the  growth  of  the 
ovarian  tumour  now  placed  on  the  table.  My 
investigation  of  the  literature  of  the  subject  is  by 
no  means  complete,  but  so  far  as  I  have  gone  I 
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have  been  unable  to  find  any  parallel  case,  and 
there  is  certainly  no  reference  whatever  to  such 
cases  in  any  of  the  most  recent  British  or  American 
works.  Apart  from  the  immediate  success  of  the 
operation  and  the  size  and  nature  of  the  tumour, 
the  case  is  worth  recording  on  account  of  its 
complication. 

M.  P.,  aged  31,  unmarried,  an  attendant  on 
mental  cases,  first  consulted  me  in  October,  1899, 
on  account  of  a  typical  epileptic  attack.  She  gave 
a  history  of  similar  attacks  beginning  about  three 
years  previously,  when  she  was  about  24  years  of 
age,  and  these  had  continued  to  recur  about  the 
time  of  the  menstrual  periods  for  a  year.  There 
were  no  further  attacks  of  which  she  was  conscious 
till  this  recent  fit,  which  overtook  her  while  she 
was  on  duty  as  an  asylum  attendant.  She  had 
missed  one  menstrual  period,  and  menstruation 
had  lately  become  more  scanty.  The  continuous 
use  of  bromides  was  ordered,  and  great  care  in 
regulation  of  the  digestive  organs  and  the  action 
of  the  bowels  was  advised.  In  November  she 
again  had  two  fits,  just  before  the  time  for  men- 
struation. The  necessity  for  more  persistent  use 
of  bromides  was  impressed  on  her,  and  she  was 
advised  to  give  up  her  work  as  an  asylum  attendant, 
which  happened  to  be  in  a  ward  where  the  patients 

were  chiefly  epileptics.     She  reported  herself  to 
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me  in  April,  1903,  when  she  seemed  to  be  in 
good  health,  and  made  no  complaint  of  abdominal 
tumour  or  even  of  any  discomfort.  She  had  had 
only  three  or  four  fits  in  the  interval.  She  had 
been  for  some  time  acting  as  a  private  mental 
nurse  in  Belfast. 

The  history  of  her  case,  taken  in  the  Samaritan 
Hospital  a  month  or  two  later,  shows  that  she  had 
been  conscious  of  an  abdominal  swelling  in  October, 
1902,  and  that  she  had  had  considerable  abdominal 
pain  during  the  month  preceding  her  holiday  in 
April,  when  she  reported  herself  to  me.  In  May, 
while  still  in  Belfast,  she  had  a  very  serious  illness, 
and  was  seen  in  consultation  by  Dr.  Campbell, 
who  agreed  with  the  diagnosis  of  peritonitis  and 
abdominal  tumour,  and  expressed  a  fear  of  torsion 
of  the  pedicle  as  a  cause  of  the  illness.  Recovering 
somewhat  from  the  attack,  she  was  brought  home 
to  the  neighbourhood  of  Glasgow,  and  on  1st  June 
I  was  asked  to  see  her.  Under  my  observation  for 
a  few  weeks  the  tumour  seemed  to  grow  rapidly, 
and  she  was  taken  into  the  Samaritan  Hospital  on 
6th  July,  and  I  operated  on  8th  July  with  the 
assistance  of  Dr.  West  and  the  House  Surgeon. 
On  making  the  abdominal  incision,  the  peritoneum 
was  found  to  be  thickened  and  adherent.  A  con- 
siderable quantity  of  old  blood-clot  was  found 
adhering  to  the  visceral  aspect  of  the  peritoneum, 
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and  in  one  or  two  places  this  clot  had  the  appear- 
ance of  being  covered  with  peritoneum.  A  large 
quantity  of  blood-stained  fluid  also  escaped.  As 
the  contents  of  the  upper  cystic  part  of  the  tumour 
refused  to  run  through  the  trocar,  the  incision  was 
enlarged  and  the  tumour  was  removed  entire,  the 
pedicle,  which  showed  no  signs  of  torsion,  being 
clamped,  cut  through,  and  then  stitched  across 
after  securing  the  vessels.  The  tumour  proved  to 
be  a  growth  of  the  left  ovary,  though  lying  chiefly 
on  the  right  side.  The  right  ovary,  being  enlarged 
about  three  times  normal  size  and  covered  with 
warty  growths,  was  also  removed.  After  washing 
out  the  abdominal  cavity  with  normal  saline  solu- 
tion, the  abdominal  wound  was  closed  with  buried 
catgut  sutures  of  the  peritoneum  and  fascia  and 
supporting  sutures  of  silkworm  gut.  The  patient 
made  a  good  recovery,  was  allowed  to  get  up  on 
28th  July,  and  discharged  on  2nd  August.  The 
patient's  waist  measurement  at  the  time  of  opera- 
tion was  34^  inches.  The  tumour  weighed  almost 
I  of  lb.;  and  measured  in  length  12^  inches,  and 
in  circumference  at  its  long  axis,  26  inches,  and  at 
its  short  axis,  19^  inches. 

This  patient  soon  after  her  discharge  from  the 
Samaritan  Hospital  became  again  a  private  attend- 
ant for  mental  cases,  and  has  been  engaged  without 
interruption  up  to  the  present  date.     I  made 
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enquiries  a  week  ago,  and  heard  from  her  in  reply 
to  the  effect  that  she  has  never  had  the  slightest 
semblance  of  an  attack  since  her  operation,  and  that 
her  only  complaint  is  that  she  is  getting  too  fat. 

A  study  of  the  case  convinces  me  that  there  has 
been  a  distinct  causal  relation  between  the  com- 
mencement of  the  pathological  changes  in  the 
ovaries  and  the  onset  of  the  epileptiform  attacks. 
This  was  not  a  case  where  epilepsy  was  a  charac- 
teristic of  the  patient's  life  from  adolescence,  but 
where  the  first  attack  occurred  about  the  age  of  24 
or  25.  I  am  not  forgetting  that  any  form  of 
trauma  in  an  epileptic  is  often  followed  by  a  lessen- 
ing of  the  frequency,  or  even  by  a  temporary 
cessation  of  the  attacks  ;  but  there  can  only  be  one 
opinion  as  to  the  desirability  of  curing  the  local 
disorder,  whether  it  is  menstrual,  uterine,  or  ova- 
rian, by  appropriate  treatment,  in  cases  where  there 
is  also  epilepsy,  in  the  hope  that  the  latter  may 
also  at  the  same  time  be  relieved. 


XII. 


PRURITUS  VULV^. 

This  troublesome  condition  has  not,  so  far  as  I  have 
been  able  to  discover,  been  the  subject  of  remarks  at 
any  of  the  recent  meetings  of  our  Society.  Not  in 
itself  a  disease,  it  nevertheless  seemed  to  me  to  be 
deserving  of  consideration  as  a  symptom  that  is 
often  productive  of  distressing  and  even  intolerable 
misery  to  the  sufferer,  and  is  now  and  then  very 
difficult  to  relieve,  while  its  discussion  is  especially 
appropriate  as  a  preliminary  to  a  description  of 
cases  of  kraurosis  vulvae. 

The  preparation  of  the  paper  on  short  notice  has 
made  a  complete  account  of  the  literary  references 
impossible,  as  they  are  fairly  numerous  and  scat- 
tered through  several  languages. 

The  anatomical  conditions  involved  require  to  be 
remembered  especially  with  regard  to  the  rich 
supply  of  cutaneous  nerve-endings  and  the  highly 
vascular  nature  of  the  tissues,  which  is  so  great  in 
some  parts  as  to  be  almost  erectile  in  quality. 

The  layers  of  the  skin  are  well  differentiated, 


n8  PRURITUS  VULVAL 

and  an  abundant  healthy  secretion  is  required  from 
the  sebaceous  glands,  the  altered  quality  or  dimin- 
ished amount  of  which  may  in  itself  be  the  cause  of 
trouble.  There  are  also  organs  beyond  the  vulva, 
disorders  in  which  may  affect  the  vulvar  structures. 
The  bladder  or  urethra  may  be  diseased,  or  there 
may  be  glycosuria  ;  there  may  be  irritating  uterine 
or  vaginal  discharge  ;  or  there  may  be  an  associated 
or  precedent  anal  pruritus. 

One  of  the  worst  cases  of  vulvar  pruritus  I  have 
seen  with  marked  changes  in  the  skin  structure  was 
that  of  a  patient  who  blamed  a  slight  but  very  acrid 
vaginal  discharge  coming  from  a  uterus  that  was 
undergoing  myomatous  change.  We  have  thus  a 
complex  set  of  conditions,  disturbance  of  one  or 
more  of  which  may  begin  an  inflammatory  irrita- 
tion and  give  rise  to  itching  or  pruritus.  The 
temptation  to  seek  relief  by  rubbing  is  great,  and  it 
may  at  first  be  thought  by  the  patient  to  be  harm- 
less, while  it  is  equally  insistent  upon  married  and 
unmarried,  old  and  young,  but  the  vicious  circle  is 
soon  established  and  each  successive  rubbing  adds 
strength  to  the  next  demand  for  relief  till  at  last  the 
patient  cannot  resist  the  imperative  call  and  falls 
into  a  very  hopeless  plight  indeed.  It  has  been 
said  that  this  is  sometimes  at  least  a  neurotic 
phenomenon. 

This  is  a  handy  explanation,  but  I  take  leave  to 
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doubt  it.  It  is  much  more  likely  that  in  the  course 
of  time  what  practically  takes  place  is  a  sort  of 
physical  orgasm,  the  completion  of  which  alone 
relieves  the  irritation  for  the  time  being,  but  leaves 
the  patient  in  a  state  of  exhaustion.  The  frequent 
repetition  of  this  nerve  fatigue  and  the  disturbance 
of  sleep  by  the  repeated  renewal  of  the  irritation 
end  in  a  worn-out,  jaded  aspect  and  a  nervous 
irritability  that  are  very  apt  to  be  interpreted  as 
signs  of  a  simple  neurosis.  Relieve  the  condition, 
however,  either  by  palliative  means  or  by  operative 
procedures,  and  the  transformation  in  the  patient's 
appearance  will  be  rapid  and  complete.  The  causes 
of  pruritus  have  been  variously  classified  by  writers, 
but  they  are  really  of  two  kinds — discharges  that 
touch  and  afreet  the  vulva  in  passing,  and  sources  of 
irritation  in  the  vulva  itself.  Of  the  former  class 
diabetes,  though  not  the  most  frequent,  deserves 
first  mention,  because  it  enables  us  to  emphasise  the 
necessity  for  a  careful  detailed  examination  of  the 
urine  in  all  cases.  There  is  little  doubt  that  this 
source  of  irritation  is  not  due  to  the  constitutional 
condition,  but  is  the  simple  result  of  the  frequent 
contact  of  the  abundant  sugary  urine.  Thomas 
found  that  the  repeated  catheterisation  of  a  diabetic 
patient  relieved  the  pruritus.  The  most  frequent 
source  of  irritation  by  passing  discharges  is  un- 
doubtedly   the    leucorrhcea    resulting    from  an 
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endometritis.  I  am  not  aware  that  exhaustive 
detailed  analyses  of  these  discharges  so  as  to  differ- 
entiate them  have  ever  been  made,  but  there  is  no 
doubt  that  discharge  from  the  uterus  is  an  important 
etiological  factor,  and  that  it  is  not  necessary  that  it 
should  be  large  in  amount.  Such  local  abnormali- 
ties as  vulvitis,  skin  eruptions,  caruncles,  and, 
especially,  parasitic  diseases,  are  readily  understood 
as  contributory  causes. 

From  the  point  of  view  of  simple  pruritus  there 
is  little  to  say  as  to  the  pathology,  as  it  is  a  symptom 
and  not  a  disease.  There  is,  however,  a  com- 
mencing change  in  the  vulvar  tissues  in  most  cases 
before  the  diseased  condition  is  recognised  or 
diagnosed,  and  this  consists  of  an  inflammatory 
hyperplasia  of  the  skin.  This  soon  passes  into  an 
atrophy,  and  more  serious  changes  of  structure 
gradually  take  place  if  the  condition  is  not  arrested 
at  this  stage  or  before  it  by  treatment.  The  un- 
satisfactory character  of  the  treatment  of  this  con- 
dition may  be  realised  from  the  number  of  local 
remedies  proposed,  and  no  attempt  will  be  made 
here  to  discuss  these.  It  is  of  the  utmost  conse- 
quence, as  already  indicated,  to  ascertain  the  most 
likely  cause,  in  this  way  eliminating  and  treating 
properly  diabetes,  uterine  disorders,  anal  or  rectal 
troubles,  local  parasites,  etc.  In  a  considerable 
proportion  of  cases  such  treatment  will  be  successful 
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in  completely  relieving  the  pruritus.  A  useful 
classification  and  summary  of  the  lines  of  treatment 
might  be  stated  as  follows  : 

1.  Physiological  rest  to  the  parts,  including  com- 
plete cessation  of  sexual  excitement  as  well  as 
irritation  of  the  parts  by  rubbing. 

2.  The  maintenance  of  thorough  cleanliness  by 
the  simplest  means,  e.g.,  liquid  soaps  for  the 
removal  of  irritants  or  parasites,  and  suitable 
douches  for  vaginal  discharges. 

3.  Further  treatment,  where  necessary,  of 
uterine,  vaginal,  or  intestinal  troubles. 

4.  Local  applications  in  the  form  of  lotion  or 
ointment  to  help  to  restore  the  vulvar  tissues  as 
nearly  as  possible  to  their  normal  condition. 

5.  Excision  of  the  affected  area,  which  should 
certainly  be  done  in  the  more  desperate  cases  before 
serious  structural  and  perhaps  malignant  changes 
have  been  induced  by  the  repeated  irritation  of  the 
parts. 
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KRAUROSIS  VULVAE. 

Kraurosis  vulva. — Pruritus  vulvae  as  a  symptom 
assumes  a  much  more  serious  aspect  when  we  con- 
sider it  in  its  relation  to  subsequent  organic  disease 
of  the  vulva,  for  there  is  an  undoubted  tendency  to 
this  development  in  a  certain  proportion  of  cases 
after  long  continued  irritation  that  had  not  been 
relieved  by  suitable  treatment. 

Besides  ordinary  epithelioma,  which  in  some 
cases  has  a  history  of  previous  persistent  pruritus, 
there  is  another  troublesome  development,  which 
was  first  distinguished  and  described  as  a  patho- 
logical entity  by  Breisky  of  Prague,  in  1885,  under 
the  name  of  kraurosis  vulvae.  An  apparently 
similar  condition  was  previously  described  by  Weir 
of  New  York,  in  1875,  as  ichthyosis,  and  by 
Lawson  Tait,  who  spoke  of  it  as  "serpiginous 
vascular  degeneration  of  the  nymphae."  Since 
Breisky's  paper,  in  which  he  described  twelve  cases, 
numerous  cases  have  been  recorded,  and  the  micro- 
scopic appearances  have  been  studied  by  other 
observers.   As  the  cases  recognised  grew  in  number 
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and  were  more  minutely  and  critically  investigated 
both  as  to  their  history  and  as  to  their  naked-eye 
appearance  and  microscopic  structure,  it  became  evi- 
dent that  there  was  a  marked  difference  of  opinion 
as  to  their  exact  nature  and  their  proper  classifica- 
tion, some  observers  maintaining  the  accuracy  of 
Breisky's  description,  others  denying  its  right  to 
distinction  as  a  separate  disorder  and  considering  it 
to  be  simply  an  aggravated  form  or  advanced  stage 
of  pruritus,  and  still  others  confusing  its  diagnosis 
with  leucoplakia,  which  especially  the  French 
observers  have  worked  up  and  elaborately  illus- 
trated under  the  title  of  "la  leucoplasie."  There 
is  no  doubt  that  there  is  a  class  of  cases  that  corres- 
pond very  closely  to  Breisky's  description,  and  to 
that  belong  the  cases  to  be  reported  here  ;  but  it 
may  be  admitted  that  a  number  of  cases  of  obstinate 
pruritus  do  not  pass  into  this  class  at  all,  while 
there  is  a  different  kind  of  case  which  corresponds 
with  the  description  of  leucoplakia  and  deserves  to 
be  classified  under  that  distinctive  title.  About  a 
year  ago  two  French  observers  (Jayle  and  Bender) 
published  in  collaboration  an  exhaustive  paper 
describing  this  last-mentioned  condition,  "  la  leuco- 
plasie," contrasting  its  course  and  its  appearances, 
miscroscopic  as  well  as  naked  eye,  with  those  of 
kraurosis  vulvae. 

Though  the  German  observers  have  emphasised 
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atrophy  and  retraction  and  the  French  have  laid 
greater  stress  on  the  whitish  discoloration,  the 
leucoplakia,  the  difference  is  more  than  geogra- 
phical, and  there  seems  to  be  abundant  reason  for 
distinguishing  the  two  conditions.  Kraurosis  has 
its  own  symptoms,  and  they  may  here  be  stated 
briefly.  Pruritus  and,  in  some  cases,  dyspareunia 
precede  other  symptoms  for  a  considerable  time,  and 
the  earliest  change  in  the  tissues  is  probably  an 
inflammatory  hyperplasia,  the  result  of  repeated 
scratching,  but  by  the  time  that  such  a  patient  sees 
her  doctor,  atrophy  and  cicatrisation  of  tissues  have 
begun,  and  there  are  minute  red  or  brownish 
patches  with  slimy,  pale,  hypersensitive  areas 
between  these.  As  the  atrophy  goes  on  the  clitoris 
shrinks  and  almost  disappears,  the  nymphae  fuse 
with  the  shrinking  labia  majora,  and  the  vaginal 
orifice  contracts.  The  tissues  at  the  same  time 
become  very  brittle,  so  that  fissures  form  readily. 
The  change  may  gradually  creep  towards  the  anus 
and  round  it.  By  the  time  that  this  stage  is  reached 
there  is  a  clinical  picture  sufficiently  distinctive  for 
accurate  diagnosis.  Too  much  time  should  not  be 
lost  in  the  use  of  palliative  applications  before 
radical  treatment  by  complete  excision  is  adopted, 
for  in  a  considerable  proportion  of  cases  malignant 
disease  invades  the  part,  and  the  neighbouring 
glands  are  affected. 
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Case  of  kraurosis  vulvae. — Mrs.  S.,  54  years  of 
age,  consulted  me  first  in  the  beginning  of  1905, 
because  of  persistent  itching  of  the  external  genitals 
for  about  nine  months.  The  menopause  had 
occurred  three  or  four  years  ago,  and  there  was 
nothing  to  remark  in  the  previous  history.  She 
had  had  seven  children.  Instructions  as  to  special 
cleanliness  of  the  parts  were  given,  the  urine  was 
examined  and  found  to  be  normal,  and  several  local 
applications  were  tried  without  result.  At  first  the 
appearance  of  the  parts  was  that  of  simple  irritation 
by  rubbing  to  relieve  the  itching,  which  was 
declared  to  be  sometimes  uncontrollable  ;  but  after 
a  month  or  two  of  treatment  the  shrinkage  of  the 
parts  became  very  noticeable,  and  the  patches  of 
pale  cicatricial  tissue  were  observed.  These 
changes  and  the  aggravation  of  the  pruritus,  which 
had  begun  to  affect  the  general  health,  made  me 
urge  excision  of  the  vulva.  She  was  admitted  into 
the  Samaritan  Hospital,  and  a  very  extensive  opera- 
tion had  to  be  performed,  as  the  itching  by  this 
time  was  almost  as  troublesome  round  the  anus  as 
in  front.  The  whole  of  the  vulva  was  excised  from 
the  clitoris  in  front  to  the  anus  behind,  and  the  skin 
round  the  latter  was  included  as  far  as  an  inch 
behind  it.  The  edges  of  the  healthy  skin  were 
brought  into  apposition  by  the  usual  methods  of 
plastic  surgery,  and  healing  was  satisfactory  with 
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complete  relief  as  to  the  itching.  The  utmost  care 
was  taken  of  the  anus  and  vagina  to  save  undue 
cicatricial  contraction,  but  this  took  place,  and  the 
bowels  a  few  months  later  could  only  be  satisfac- 
torily relieved  when  loosened  by  laxatives.  As 
dyspareunia  was  also  present,  and  the  patient 
desired  relief  of  both  complications,  she  was  again 
admitted  to  the  Samaritan  Hospital  fifteen  months 
later,  and  the  much  more  difficult  operation  of 
enlarging  both  orifices  undertaken.  This  was 
accomplished,  and  the  patient  now  says  she  is  com- 
fortable, and  there  is  at  the  present  date  no  sign  of 
return  of  the  condition  or  of  extension  to  the 
neighbouring  glands. 

Case  of  pruritus  vulvae  and  probably  commenc- 
ing kraurosis. — Mrs.  M'C,  48  years  of  age, 
consulted  me  in  August,  1906,  on  account  of  a 
troublesome  itching  which  resisted  ordinary  treat- 
ment. As  the  appearance  of  the  vulva,  with  little 
brownish  discolorations  and  white  atrophic  patches, 
suggested  the  diagnosis  of  kraurosis,  I  recom- 
mended indoor  hospital  treatment.  She  had  had 
two  children,  but  there  was  nothing  noteworthy  in 
the  previous  history,  excepting  that  the  menopause 
had  occurred  when  she  was  42  years  of  age.  There 
had  been  a  brownish  vaginal  discharge  for  about  a 
year,  and  this  had  been  associated  with  itching  and 
consequent  irritation  of  the  external  parts.  There 
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had  been  for  two  years  a  feeling  of  weight  in  the 
pelvis  and  a  bearing  down  sensation.  The  dis- 
charge was  described  as  being  at  first  slight,  yellow- 
ish, and  viscid,  but  more  copious  during  the  last 
two  months,  brownish  in  colour,  and  of  a  heavy, 
disagreeable  odour,  persisting  even  though  douched 
regularly.  In  examination  under  an  anaesthetic  the 
uterus  was  found  to  be  undergoing  atrophy,  but 
owing  to  the  appearance  of  the  os  and  the  history  of 
the  discharge  the  cervix  was  dilated  and  the  interior 
of  the  uterus  curetted.  The  patient  was  soon  so 
much  relieved  in  all  her  symptoms  that  further 
operation  was  postponed.  On  recent  inquiry  I 
find  that  the  patient  can  still  control  her  former 
symptoms  by  attention  to  the  cleanliness  of  the 
parts  and  by  regular  douching,  but  the  appearance 
of  the  parts  is  unchanged. 


XIV. 


SOME  CASES  OF  UTERINE  MYOMA, 
WITH  REMARKS  ON  THE  INDICA- 
TIONS FOR  OPERATION.1 

The  purpose  that  I  have  in  view  to-night  is  to 
discuss  and  illustrate  the  indications  for  treatment 
of  fibromyoma  of  the  uterus,  and  to  emphasise  the 
desirability  of  early  radical  operation.  By  this 
limitation,  I  am  debarred  from  detailed  reference  to 
questions  of  pathology  or  diagnosis,  but  it  is 
impossible  to  avoid  mention  of  certain  points  bear- 
ing on  the  choice  of  operative  procedure.  I  shall 
now  enumerate  what  seem  to  me  to  be  the  chief 
considerations  that  should  influence  the  mind  in 
deciding  whether  the  treatment  should  be  operative 
and  what  the  operation  should  be. 

I.  The  anatomical  varieties  of  fibromyomata, 
according  as  they  are  subperitoneal,  interstitial,  or 
submucous,  and  whether  the  tumour  is  sessile  or 
pedunculated,  need  only  to  be  mentioned  as  very 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and 
Gynaecological  Society  held  on  25th  January,  1905. 
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evidently  influencing  the  choice  of  treatment,  the 
submucous  polypoid  tumour  being  easily  twisted 
off,  while  the  pedunculated  subperitoneal  growth 
may  have  to  be  removed  by  abdominal  section,  and 
both  varieties  of  sessile  growth  and  also  the  inter- 
stitial form  may  be  treated  by  enucleation  or  by 
hysterectomy,  in  one  or  other  of  its  methods. 

2.  Hemorrhage,  even  with  a  small  fibroid,  may 
very  seriously  affect  the  general  health  from  simple 
loss  of  blood,  so  that  ultimately  even  one  of  the 
less  risky  operations  may  be  impossible.  The 
handicapping  effect  of  haemorrhage  is  well  illus- 
trated in  the  two  following  cases  : 

Case  I. — Age  38,  single,  dressmaker,  admitted 
into  the  Samaritan  Hospital  on  2nd  July,  1904, 
complaining  of  menorrhagia  for  four  years,  and 
pain  in  the  right  side.  She  had  consulted  me  about 
nine  months  previously  for  profound  anaemia,  with 
breathlessness  and  general  weakness,  and  enquiry 
as  to  her  menstrual  functions  led  me  to  suspect  a 
local  cause  for  the  profuse  menorrhagia,  and  to  sug- 
gest a  vaginal  or  rectal  examination.  This  was 
done,  and  she  was  afterwards  admitted  into  a 
private  nursing  home  with  a  view  to  proper 
examination  under  chloroform,  and  curetting 
as  a  probable  means  of  at  least  temporarily 
diminishing  the  haemorrhage,  and  so  allowing 
her  time  to  recruit  her  strength.     The  heart 
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was  not  quite  normal,  the  area  being  enlarged, 
the  first  sound  loud  and  slapping,  and  the  second 
accentuated.  A  smooth  firm  tumour  extended 
about  3^  inches  above  the  pubes.  Supravaginal 
hysterectomy  was  done  on  6th  July,  the  ovaries  and 
tubes  beino-  left  behind.  The  uterus  showed  an 
extraordinary  number  of  minute  submucous  fib- 
roids, making  the  uterine  cavity  irregular,  in 
addition  to  interstitial  growths  and  subserous  pro- 
jections. Excepting  for  an  accidental  staphylo- 
coccus infection  of  the  wound,  which  delayed 
healing  for  a  week  or  two,  she  made  a  good 
recovery,  and  was  dismissed  on  I2th  August. 

Case  II. — Age  42,  married  twenty-five  years,  no 
children,  admitted  into  the  Samaritan  Hospital  on 
28th  June,  1904,  complaining  of  pain  in  left  side  of 
almost  a  year's  duration,  and  of  irregular  profuse 
haemorrhage.  Since  April,  1902,  menstruation 
became  more  frequent  and  lasted  longer,  once  even 
for  sixteen  days.  Taken  into  the  Victoria  Infir- 
mary, she  was  operated  on  for  myoma,  which  was 
removed.  About  four  months  ago  menorrhagia 
began  again,  any  strain  or  exertion  exciting  it.  As 
this  patient  had  an  invalid  husband,  and  led  an 
arduous  life  to  obtain  the  means  of  living,  and  as 
haemorrhage  was  beginning  to  be  almost  constant, 
and  therefore  interfering  with  her  work,  it  was 
decided  to  remove  the  uterus,  though  it  was  com- 
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paratively  small,  and  the  vaginal  route  was  selected. 
The  vessels  were  secured  with  catgut  ligatures. 
Bleeding  was  observed  to  be  unusually  free  and 
generalised,  but  it  was  arrested.  The  patient 
seemed  to  suffer  from  greater  shock  from  the 
operation  than  is  usual  in  vaginal  hysterectomy,  but 
no  specially  anxious  symptom  was  noted  till  night, 
when  she  became  restless  and  thirsty,  and  the  pulse 
ran  up  to  14c.  There  being  signs  of  haemorrhage, 
vaginal  plugging  with  gauze  which  had  been 
steeped  in  hazeline  was  tried.  When  I  arrived 
later  in  the  evening,  I  opened  the  abdomen  and 
again  ligatured  the  ovarian  arteries.  Saline  fluid 
was  infused  subcutaneously,  but  the  patient  suc- 
cumbed. Though  there  had  been  considerable 
haemorrhage,  there  is  no  doubt  that  the  previous 
losses  of  blood  and  the  severe  drain  on  her  strength 
by  her  husband's  ill-health  contributed  largely  to 
the  fatal  result.  The  uterus  bisected  showed  an 
interstitial  fibroid  in  the  upper  part  of  the  body  of 
the  uterus. 

3.  Pain  is  not  necessarily  present,  but  it  may 
alone  as  a  symptom  necessitate  operative  pro- 
cedures. The  last  patient  on  whom  I  operated  is 
extremely  interesting  in  this  respect ;  and  I  now 
show  the  specimen  removed  by  abdominal  hysterec- 
tomy a  few  days  ago.  The  uterus,  as  you  see,  is 
small,  but  there  are  in  its  tissue  several  small  fib- 
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roids  which  undoubtedly  caused  the  severe  pain  of 
which  the  patient  complained. 

Case  III. — Single,  age  47,  till  three  years  ago 
an  official  in  the  Government  service,  but  compelled 
to  retire  on  account  of  her  health,  her  somewhat 
taxing  duties  having  proved  too  much  for  her,  and 
digestive  troubles  resulting  as  well  as  nervous  pro- 
stration. There  was  no  suggestion  of  symptoms 
indicating  pelvic  disorder  till  August,  1904, 
although  at  irregular  intervals  she  mentioned  pain 
in  her  left  side.  Complaint  of  more  severe  pain  in 
August  led  to  an  examination  of  the  urine,  and  in 
September  this  pain  was  realised  to  have  some  rela- 
tion to  the  menstrual  periods.  A  month  later,  as 
it  was  more  persistent,  and  as  recovery  after  the 
period,  which  was  now  more  profuse,  was  not  com- 
plete, patient  was  examined  in  bed,  and  recto- 
abdominal  palpation,  the  vaginal  route  being 
painful,  discovered  a  slight  irregular  thickening:  of 
the  uterine  body  more  marked  towards  the  left  side. 
In  November,  under  an  anaesthetic,  two  small  fib- 
roid nodules  were  distinguished  in  the  body  and 
another  projecting  more  to  the  left  about  or  just 
above  the  level  of  the  internal  os.  The  uterine 
cavity  measured  3^  inches.  The  left  ovary  was 
larger  than  the  right,  and  movement  from  the  left 
side  seemed  to  be  more  limited  than  in  other  direc- 
tions.   As  the  pain  increased  both  in  severity  and 
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duration,  necessitating  occasional  hypodermic  injec- 
tions of  morphia,  operation  was  decided  upon,  and 
last  Thursday  I  did  an  abdominal  hysterectomy  by 
the  supravaginal  method,  but  in  addition  dissected 
out  the  remaining  stump  of  the  cervix,  according  to 
the  suggestion  made  by  Mr.  Bland-Sutton  at  the 
recent  Oxford  meeting  of  the  British  Medical 
Association.    The  patient  is  doing  well. 

4.  Growth  in  size,  even  if  the  patient  has  been 
almost  unconscious  of  it,  may  be  a  sufficient  indica- 
tion for  operation,  for  size  of  tumour  in  itself  may 
seriously  add  to  the  risk  of  operation.  Although 
now  and  then  one  finds  very  remarkable  cases  of 
successful  operation,  such  as  that  recently  reported 
by  Dr.  J.  Clarence  Webster,  where  the  tumour 
weighed  87  lb.,  and  the  patient  herself  only  91  lb. 
after  its  removal,  still  the  usual  experience  is  that 
large  size  adds  so  greatly  to  the  risk  that  operation 
may  be  refused  by  the  best  and  most  experienced 
surgeons.  I  had  at  one  time  under  my  supervision, 
during  the  last  few  years  of  her  life,  an  elderly 
single  lady,  who  had  carried  about  for  many  years  a 
massive  fibroid,  so  heavy  that  it  interfered  with 
walking,  and  more  than  once  by  suddenly  rolling 
from  one  side  to  the  other,  as  she  moved  to  get  out 
of  bed,  pulled  her  to  the  floor.  She  had  been  seen 
by  Keith  and  Knowsley  Thornton  amongst  others. 
The  neglect  of  operative  treatment  at  the  proper 
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stage  undoubtedly  shortened  life,  besides  interfer- 
ing for  many  years  with  the  enjoyment  of  its 
ordinary  amenities.  I  give  here  the  notes  of  a 
case  where  the  size  of  the  tumour  became  consider- 
able before  the  patient  in  any  way  felt  it  incon- 
venient, but  it  almost  suddenly  made  operative 
interference  an  urgent  necessity.  The  tumour  was 
shown  at  a  previous  meeting  of  the  Society.  It 
weighed  9!  lb. 

Case  IV. — Age  45,  married,  admitted  into  the 
Samaritan  Hospital  on  20th  July,  1903,  complain- 
ing of  pains  in  her  sides  for  about  a  fortnight,  with 
headaches  and  general  malaise.  She  had  had  two 
pregnancies,  the  last  resulting  in  a  living  child  five 
years  ago.  Menstruation  had  been  regular,  and 
there  had  been  no  intermenstrual  discharge  till  a 
fortnight  ago,  since  which  time  patient  had  also 
noted  some  incontinence  of  urine.  The  urine,  on 
admission,  was  small  in  quantity,  30  oz.  in  twenty- 
four  hours,  and  showed  a  trace  of  albumen,  a  few 
pus  cells,  large  epithelial  cells,  and  a  few  granular 
and  hyaline  tube-casts.  She  first  noticed  a  lump  on 
the  left  side  four  or  five  years  ago,  but  there  was  no 
pain  nor  inconvenience,  and  she  gave  it  no  atten- 
tion. She  took  a  cold  a  fortnight  ago,  and  had  since 
felt  pains  in  the  sides,  but  said  she  was  more  upset 
by  coming  into  the  hospital  than  by  any  discomfort 
or  suffering. 
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Inspection  of  the  abdomen  showed  a  large 
irregular  swelling,  more  prominent  centrally  and  to 
the  right  than  on  the  left  side.  The  tumour  was 
smooth  and  somewhat  elastic,  and  there  was  con- 
siderable tenderness  on  palpation  of  the  upper 
abdominal  region.  It  extended  upwards  on  the 
right  side,  close  to  the  ribs,  but  there  was  a  clear 
percussion  note  for  about  three  inches  on  the  left 
side.  History,  symptoms,  and  examination  alike 
pointed  to  the  probability  of  the  tumour  being 
ovarian  in  origin.  I  operated  on  27th  July.  After 
the  patient  was  fully  under  the  influence  of  the 
anaesthetic,  I  palpated  the  abdomen  carefully,  as  it 
had  assumed  a  different  shape,  the  rounded  projec- 
tion in  the  right  hypochondrium  being  more 
marked,  and  I  then  suggested  that  the  tumour  felt 
more  like  a  uterine  enlargement.  On  entering  the 
peritoneal  cavity,  I  found  numerous  adhesions, 
especially  over  the  upper  and  right  aspect,  where 
there  was  at  the  projection  above  noted  a  thick 
adhesion  to  the  omentum,  and  probably  to  the 
under  surface  of  the  upper  abdominal  wall,  if  not 
also  to  the  liver.  These  being  carefully  separated 
the  tumour  was  found  to  be  uterine,  with  tremen- 
dously enlarged  veins.  The  right  Fallopian  tube 
and  its  appendage  were  seen  to  be  abnormally  large, 
and  a  sudden  gush  of  white  material,  very  like  pus, 
was  observed  to  flow  from  the  neighbourhood  of 
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the  tube  and  ovary  while  these  were  being  handled. 
The  left  broad  ligament  was  ligatured  from  above 
downwards  with  catgut,  and  the  plexus  of  veins 
was  noted  as  being  greatly  distended  and  tortuous. 
The  bladder  was  now  separated  and  the  cervix  cut 
across,  the  vessels  being  secured  in  the  process. 
The  right  broad  ligament,  however,  could  not  be 
tied  off  from  below  upwards  owing  to  the  extension 
of  the  tumour  under  the  peritoneum  on  the  right 
side  and  the  adhesions  above.  The  latter  were  first 
dealt  with,  and  then  the  tumour  was  shelled  out  of 
its  peritoneal  covering,  and  the  ligature  of  the 
vessels  completed.  The  operation  was  completed 
in  the  usual  way,  about  three  pints  of  warm  saline 
solution  being  left  in  the  abdominal  cavity.  The 
patient  had  persistent  nausea  for  a  day  or  two,  but 
otherwise  did  well,  and  was  discharged  within  four 
weeks  of  the  day  of  operation.  The  tumour 
measured  27^  inches  in  circumference  at  its  long 
axis,  and  it  weighed  o,f  lb.  The  photograph 
shows  that  necrobiosis  has  commenced  near  the 
centre. 

5.  Growth  in  size  usually  causes  other  and  some- 
times very  serious  symptoms  owing  to  pressure  on 
other  organs,  for  example,  on  the  blood-vessels  or 
nerves,  resulting  in  one-sided  oedema  of  the  ankle 
and  leg,  pain  like  sciatica,  varicose  veins,  or  throm- 
bosis.   Continued  pressure  may  so  affect  the  blood- 
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vessels  that  phlebitis  may  result.  This  finds  illus- 
tration in  the  following  case  : 

Case  V. — Age  40,  single,  cook,  seen  November, 
1892,  owing  to  great  swelling  of  the  left  leg  and 
severe  pain  at  a  spot  on  the  calf  of  the  leg.  This 
developed  into  a  regular  phlebitis,  which  it  took 
about  five  months  to  cure.  The  tumour  in  the 
pelvis  had,  in  the  meantime,  advanced  to  the  level 
of  the  umbilicus.  She  was  kept  persistently  on 
ergot,  and  it  was  calculated  that  in  less  than  a  year 
she  had  taken  50  oz.  of  it  without  any  manifest 
effect.  This  patient  was  not  operated  on,  as  she 
refused  permission,  and  she  had  ultimately  to  leave 
her  situation.  The  tumour  now  reaches  practically 
to  the  sternum.  She  is  anaemic  in  appearance,  and 
is  able  for  little  work. 

6.  Another  result  of  pressure  is  seen  in  the 
urinary  troubles  that  arise.  Frequency  of  micturi- 
tion may  be  and  is  often  due  to  a  small  fibroid  in 
the  anterior  wall  of  the  uterus,  as  in  a  case  at  one 
time  under  my  care  in  which  there  was  very  per- 
sistent frequency  of  micturition  and  irritability  of 
the  bladder.  A  small  fibroid  was  discovered  pres- 
sing on  the  bladder.  This  was  removed  by  anterior 
colpotomy,  which  only  gave  very  slight  relief,  pro- 
bably owing  to  adhesions  subsequently  formed,  and 
the  condition  was  only  properly  relieved  a  year  or 
so  later  by  hysterectomy.    There  may,  on  the  other 
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hand,  be  retention  of  urine,  due  to  a  small  fibroid 
near  the  fundus  or  in  the  posterior  wall  retroverting 
the  uterus  and  dragging  the  bladder  backwards  so 
as  to  stretch  the  urethra  and  narrow  it,  or  to  the 
direct  pressure  of  a  fibroid  becoming  incarcerated 
in  the  pelvis,  as  in  the  following  case  : 

Case  VI. — Age  40,  unmarried,  housemaid, 
admitted  into  the  Samaritan  Hospital  on  nth 
July,  1903,  complaining  of  pain  in  bladder  and 
retention  of  urine,  also  pain  in  sacral  region.  Men- 
struation was  regular,  without  pain,  and  not  exces- 
sive. Patient  had  always  enjoyed  good  health, 
and  had  nothing  to  complain  of  till  about  ten  days 
ago,  when  she  found  she  could  not  pass  water. 
Her  doctor  passed  the  catheter  twice  a  day,  and 
three  times  on  the  following  day,  and  once  next  day, 
after  which  she  micturated  without  difficulty  till 
her  admission.  On  admission,  however,  she  was 
in  great  distress,  the  bladder  being  distended  to  the 
umbilicus,  and  37  oz.  of  urine  were  drawn  off  by 
the  catheter.  Besides  a  heavy  deposit  of  phos- 
phates, there  was  a  trace  of  albumen  in  the  specimen 
examined.  On  two  successive  days  20  oz.  and 
16  oz.  were  removed,  but  on  the  day  before  the 
operation  urine  was  passed  naturally.  The  tumour 
was  found  to  be  a  dense  fibroid,  filling  the  pelvic 
cavity  and  extending  upwards  half  way  to  the 
umbilicus. 
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I  operated  on  15th  July.  The  peritoneal  cavity 
was  entered  with  a  little  difficulty,  as  the  peri- 
toneum had  been  pushed  up  by  the  distended 
bladder  almost  to  the  umbilicus.  The  removal  of 
the  tumour  was  afterwards  easily  accomplished, 
beginning  with  the  left  broad  ligament,  and  cutting 
across  the  cervix  before  ligaturing  the  right  broad 
ligament.  Convalescence  was  without  incident, 
and  she  was  dismissed  four  weeks  after  admission. 

7.  Constipation  and,  ultimately,  intestinal  ob- 
struction may  result. 

8.  Pregnancy  of  the  myomatous  uterus  is  some- 
times a  very  serious  and  not  altogether  a  rare 
complication.  Few  more  difficult  problems  in 
treatment  are  set  for  the  gynaecologist,  but  this  is 
too  large  a  subject  for  adequate  treatment  in  the 
present  paper,  and  I  take  only  this  passing  notice 
of  it. 

9.  Reference  must  be  made  to  the  frequent 
association  of  tubal  and  ovarian  disease  with  myoma 
of  the  uterus.  Statistics  show  this  very  clearly. 
Dr.  Constantin,  a  French  surgeon,  in  reporting 
208  cases,  noted  72  (or  34.6  per  cent.)  with  appen- 
dages affected.  Mrs.  Scharlieb,  in  a  recent  paper, 
mentions  about  25  per  cent.,  while  Dr.  Culling- 
worth  notes  only  about  5  per  cent.,  but  he  had 
excluded  ovarian  cysts,  and  included  only  what 
condition  seemed  to  have  a  direct  relation  to  the 
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fibroid.  I  have  noted  this  fact  so  often,  that  I  am 
surprised  now  when  I  see  no  change  in  these  struc- 
tures. 

I  had  one  specially  interesting  case  of  this  kind 
where  the  myoma  itself  had  undergone  calcareous 
degeneration,  and  there  was  an  unusually  large 
blood  cyst  on  the  left  side,  measuring  6  inches  in 
its  longest  diameter.  Besides  cystic  ovarian  disease, 
breast  tumours  are  sometimes  found,  as  in  the 
following  case  : 

Case  VII. — Age  45,  single,  a  domestic  servant, 
admitted  into  the  Samaritan  Hospital  on  29th  June, 
1904,  complaining  of  menorrhagia  of  12  months' 
duration.  Menstruation  began  at  14,  regular 
28-day  type,  lasting  three  to  four  days,  without 
pain.  A  year  before  admission  menstruation  began 
to  be  more  profuse  and  to  last  for  seven  days.  It 
soon  began  to  come  at  shorter  intervals.  She  never 
had  a  "flooding,"  however,  till  the  time  of  her 
visit  to  the  dispensary  a  month  before  admission. 
Ten  weeks  ago  severe  pain  began  in  the  right  iliac 
and  inguinal  regions  and  down  the  front  of  the 
leg.  There  was  also  frequency  of  micturition 
and  difficult  defalcation.  There  was  a  small  hard 
tumour  in  the  left  breast. 

On  5th  July,  I  did  a  supra-vaginal  hysterectomy 
in  the  usual  way,  removing  at  the  same  time  the 
right  ovary,  which  was  cystic,  but  leaving  the  left 
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ovary.  I  then  removed  the  part  of  the  left  breast 
containing  the  tumour. 

The  patient  made  a  good  recovery,  and  was  dis- 
charged from  the  hospital  four  weeks  after  admis- 
sion. 

10.  Cessation  of  a  growth,  and  even  spontaneous 
disappearance  of  a  fibroid,  must  be  admitted  as 
possible,  though  it  is  so  unusual  and  so  uncertain 
that  it  would  be  foolish  to  calculate  upon  its  occur- 
rence. One  case  in  my  experience  deserves  noting. 
I  was  asked  to  see  a  i-para  at  full  time,  where 
obstruction  to  labour  was  suspected.  I  found  a 
tumour,  which  seemed  as  large  as  my  fist,  in 
Douglas'  pouch,  and  below  the  brim.  The  patient 
was  anaesthetised  later  on,  and  the  tumour  was 
pushed  up  into  the  abdominal  cavity.  Labour, 
which  had  been  threatening,  now  came  on,  and  the 
patient  was  safely  delivered.  Nothing  untoward 
happened.  The  tumour  was  felt  afterwards  ;  and 
the  patient,  at  the  end  of  the  attendance,  was  warned 
of  this  tumour  and  its  risks  if  pregnancy  again 
took  place.  When  she  was  about  four  or  five 
months  pregnant  she  came  again  to  me,  and  I 
advised  her  to  go  into  a  nursing  home,  after 
examining  her  under  an  anaesthetic,  and  convincing 
myself  of  the  presence  of  a  movable  tumour.  I 
opened  the  abdomen  and  found  only  a  small  nodular 
interstitial  tumour  on  the  posterior  wall  of  the 
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uterus,  about  halfway  between  the  fundus  and  the 
internal  os,  and  therefore  hardly  in  a  position  to 
have  got  into  the  pelvic  cavity  at  full  time  at  the 
previous  confinement.  On  the  surface  of  the  uterus 
at  the  situation  of  this  tumour,  there  was  an  oval 
slightly  puckered  scar,  the  only  indication  left  of 
the  pedunculated  subserous  tumour  which  caused 
the  obstruction  on  the  previous  occasion,  and  had 
since  mysteriously  disappeared.  I,  of  course,  did 
not  interfere  with  the  interstitial  tumour,  and  the 
patient  went  to  full  term.  She  has  since  that  time 
had  another  child,  and  I  satisfied  myself  that  the 
tumour  is  still  there  and  not  increasing  in  size, 
probably  because  of  the  recurring  pregnancies. 

11.  Degeneration  of  the  ordinary  myomatous 
structure  is  very  apt  to  take  place,  and  we  have 
such  conditions  as  fibrosis,  calcareous  degeneration, 
necrosis,  including  that  form  known  as  necrobiosis 
without  germ  infection,  as  well  as  actual  sloughing, 
aedematous  and  fibrocystic,  or  even  myxomatous 
degeneration.  Sarcoma  is  probably  not  a  degenera- 
tion, but  a  new  growth,  or  another  form  of  develop- 
ment, and  carcinomatous  degeneration  is  certainly 
a  misnomer.  Any  of  these  forms  of  degeneration 
increase  the  risk  to  the  patient  if  there  is  delay  in 
operating. 

12.  I  have  reserved  for  my  last  point,  in  this 
part  of  the  subject,  the  development  of  cardiac 
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disease  in  association  with,  and  probably  as  the 
direct  result  of,  fibromyoma.  I  have  at  present 
under  my  care  four  illustrative  cases,  two  of  them 
operated  on  nearly  a  year  ago,  one  last  week,  and 
the  fourth  waiting  operation. 

Case  VIII. — A  widow,  age  46,  complaining  of 
pelvic  pain  more  or  less  for  fifteen  years,  and  having 
tried  most  of  the  forms  of  treatment,  including 
tamponade,  applications  to  endometrium,  blistering, 
and  the  usual  drugs.  Patient  was  reduced  to  a 
state  of  chronic  invalidism,  so  that  the  slightest 
exertion  induced  fatigue,  and  brought  on  her  pelvic 
pain.  Finding  the  uterus  slightly  enlarged  and 
irregular,  owing  to  what  felt  like  small  fibroid 
masses  bulging  specially  to  the  right  side  where 
pain  was  most  severe,  and  confirming  this  under  an 
anaesthetic,  I  advised  operation.  Mr.  Parry,  who 
was  consulted,  confirmed  this  opinion,  and  per- 
formed a  supra-vaginal  hysterectomy,  removing  the 
appendages  at  the  same  time. 

The  patient  is  now,  a  year  after  operation,  in  the 
enjoyment  of  better  health  than  she  has  had  for  a 
number  of  years,  has  no  pain,  and  is  able  for  the 
ordinary  duties  of  daily  life.  It  is  necessary  to 
note  that  after  so  long  a  period  of  invalidism, 
during  which  also  the  area  of  cardiac  dulness  had 
extended  out  to  the  nipple  line,  and  there  was 
developed  that  cardiac  weakness  now  known  to  be 
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directly  associated  with  an  essential  hypertrophy 
of  the  heart,  and  in  addition  there  was  established 
a  distinct  neurosis,  it  was  not  to  be  expected  that 
normal  health  would  be  immediately  restored  by 
the  operation  ;  but  in  this  case,  in  spite  of  a  worry- 
ing cystitis,  there  was  a  consistent  improvement, 
so  that  in  a  year's  time  considerable  exertion  is  now 
no  longer  a  pain,  but  a  pleasure  to  her,  and  her 
bodily  strength  seems  likely  to  be  completely 
renewed. 

Case  IX. — Married  ~]\  years,  no  children,  age 
44,  first  seen  by  me  in  February,  1898,  when  a 
small  fibroid  projection  was  felt  to  the  right  of  the 
uterus,  and  another  rather  more  prominent  on  the 
posterior  wall.  This  consultation  was  mainly 
owing  to  sterility.  In  1903,  as  constitutional 
symptoms,  e.g.,  inability  for  ordinary  exertion, 
tendency  to  menorrhagia,  and  pain,  were  more 
urgent,  careful  examination  was  made,  and  the 
tumour  was  found  to  be  very  much  larger.  As, 
on  this  account,  there  seemed  also  to  be  danger  of 
pressure  giving  trouble  very  soon,  operation  was 
advised.  In  April,  1904,  I  did  a  supra- vaginal 
hysterectomy,  leaving  the  ovaries,  which  were 
apparently  healthy.  Her  recovery  from  the  opera- 
tion was  without  incident  ;  but  the  constitutional 
weakness,  due  to  the  prolonged  semi-invalidism 
and  to  the  cardiac  disturbance,  took  months  to 
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disappear,  and  even  yet  there  is  a  certain  degree  of 
cardiac  enlargement. 

Case  X. — Married,  age  48,  one  child  now 
grown  up,  complaining  of  vulvar  pruritus  as  the 
most  distressing  symptom,  but  found  to  be  suffer- 
ing from  a  myomatous  condition  of  the  uterus, 
associated  with  an  occasional  and  very  irritating 
leucorrhoeal  discharge.  Such  causes  of  pruritus 
as  diabetes,  parasites,  etc.,  were  carefully  excluded, 
and  local  treatment,  as  advised  by  Dr.  Morton, 
was  then  used  effectively,  so  as  to  check  the  pruritus 
and  relieve  the  resulting  dermatitis,  the  uterus 
having  been  in  the  first  instance  curetted.  The 
most  interesting  feature  of  this  case,  however,  is 
the  sallow  anaemic  appearance,  amounting  almost 
to  a  cachexia,  together  with  the  enlargement  of 
the  area  of  cardiac  dulness  quite  to  the  nipple 
line,  together  with  considerable  physical  weakness. 
When  such  a  complex  of  symptoms  occurs,  the 
time  has  come  to  consider  radical  measures,  what- 
ever be  the  size  of  the  tumour. 

The  fourth  instance  of  essential  cardiac  hyper- 
trophy is  already  recorded  in  this  paper  as  Case  III. 
In  this,  as  in  those  already  detailed,  there  was 
remarked  the  same  complex  of  symptoms — cardiac 
hypertrophy,  sallow,  anaemic,  anxious  appearance, 
physical  weakness  and  nervous  excitability,  which 

would  doubtless  in  time  have  ruined  the  patient's 

s 
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health,  and  added  greatly  to  the  risk  of  an  opera- 
tion postponed  to  a  later  date  to  see  whether  the 
tumour  would,  in  the  meantime,  become  larger. 

The  foregoing  considerations,  as  illustrated  by 
cases  in  my  own  experience,  have  convinced  me, 
as  others  are  being  convinced,  that  surgical  inter- 
ference should  take  place  sooner  in  cases  of  uterine 
fibromyoma.  The  day  of  medical  treatment  so- 
called  is  almost  over,  at  least  so  far  as  drugs  go  ; 
and  we  may  here  dismiss  ergot,  hydrastis,  and  hama- 
melis,  the  bromides  and  iodides,  iron,  and  the 
other  astringents,  gland  extracts,  thyroid  or  mam- 
mary, as  at  the  best  only  palliative  measures. 
Electricity  has  had  a  wonderful  vogue,  and  possibly 
it  helps  to  check  haemorrhage,  and  the  same  effect 
may  be  credited  to  Pincus'  method  of  applying 
steam  by  zestocausis,  but  we  put  these  in  the  same 
category. 

It  may  safely  be  said  that  the  outstanding  indica- 
tion of  the  cases  to  which  I  have  referred,  and  of 
the  extensive  recent  literature  on  the  subject,  is 
early  recognition  of  the  disease  and  early  operation. 
By  doing  so,  we  avoid  the  deterioration  in  health 
and  the  essential  cardiac  disorder,  the  complication 
of  size  and  its  attendant  evils,  the  degeneration  of 
the  growth  itself,  and  the  development  of  disease 
in  adjacent  organs.  Hysterectomy  for  myoma 
seems  to  be  passing  through  the  same  experience 
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as  did  ovariotomy  in  days  that  are  within  the 
memory  of  most  of  us.  No  one  would  now  think 
of  leaving  an  ovarian  cyst  or  tumour  to  develop  ; 
and  the  day  is  near  when,  owing  to  improved 
technique  ensuring  greater  safety,  the  discovery  of 
any  myoma  by  the  gynaecologist  will  be  the  signal 
for  its  early  removal  by  one  of  the  approved 
methods. 

I  wish  to  complete  this  communication  by  refer- 
ence to  the  different  operative  methods,  though  it 
is  impossible  in  the  compass  of  this  paper  to  discuss 
them  critically.    They  fall  into  two  classes. 

1.  Operations  that  aim  at  checking  the  growth, 
and  even  the  possible  disappearance  of  the  tumour, 
by  lessening  the  nutrition  of  the  tumour. 

Only  a  word  needs  to  be  said  on  this  method. 
It  is  too  uncertain  to  be  relied  on  whether  we  adopt 
Tait's  method  of  tying  the  ovarian  arteries  and 
removing  the  appendages,  or  Gottschalk's  plan  of 
ligaturing  the  uterine  arteries,  per  vaginam  ;  or  as 
AltuchnefF  recommends  by  tying  them  high  up  in 
abdominal  section,  or  the  more  thorough  and  more 
frequently  successful  plan  proposed  by  Martin,  of 
Chicago,  who  ligatures  the  whole  broad  ligament. 

The  indications  for  more  radical  procedures  than 
those  methods  make  possible,  are  found  in  the  fact 
that  only  interstitial  fibroids  are  likely  to  be  influ- 
enced, and  also  that  it  is  not  always  possible  to 
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separate  and  ligature  both  sets  of  appendages. 
Such  an  operation  may,  nevertheless,  be  the  only 
one  available,  and  there  is  conclusive  evidence  that 
it  is  sometimes  effective  in  arresting  growth.  The 
first  patient  on  whom  I  operated  for  fibroid  was  a 
case  in  point.  She  was  a  housemaid,  aged  35, 
suffering  from  a  large  pedunculated  subserous 
fibroid,  with  projecting  fibroid  bosses  here  and 
there  over  the  uterus,  itself  myomatous.  After 
taking  away  the  large  tumour,  I  decided  to  remove 
the  appendages.  I  saw  and  examined  this  patient 
two  or  tjiree  years  later,  when  I  found  her  in  robust 
health,  and  the  uterus  was  already  distinctly 
atrophied. 

2.  The  other  class  of  operations  involves  the 
removal  of  the  tumour  alone  (myomectomy),  or 
of  the  tumour  and  uterus  with  it  (hysterectomy  or 
hysteromyomectomy)  either  by  the  vaginal  or  by 
the  abdominal  route.  I  shall  not  attempt  to  detail 
the  indications  that  rule  the  choice  of  any  variety 
of  this  operation.  They  are  probably  already  clear 
enough  to  the  minds  of  all.  It  is  sufficient  for  me 
to  say  that  I  have  usually  done  an  abdominal 
hysterectomy  by  supra-vaginal  amputation,  and 
that,  in  addition,  I  am  inclined  now  to  excise  the 
little  stump  of  cervix  in  the  way  recommended  by 
Bland-Sutton,  a  manoeuvre  that  does  not  add  to  the 
risk  of  the  operation,  while  it  saves  from  after 
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trouble  of  any  kind,  panhysterectomy  being  the 
ideal  operation,  but  being,  according  to  methods 
hitherto  practised,  a  more  serious  risk  than  the 
method  of  supra-vaginal  amputation  usually  fol- 
lowed. In  a  final  word,  a  review  of  my  own 
comparatively  small  experience,  and  a  study  of  the 
most  recent  work  of  others,  convince  me  that  other 
indications  demand  radical  and  earlier  operative 
measures  besides  the  classical  reason  of  haemor- 
rhage, and  that  especially  there  are  liable  to  result 
by  delay  in  operation,  not  only  a  growth  in  size  and 
a  degeneration  or  interference  with  the  proper  activ- 
ity of  other  neighbouring  organs,  but  also  a  distinct 
myomatous  cachexia,  indicated  specially  by  the 
essential  cardiac  hypertrophy,  blood  changes,  and 
consequent  physical  weakness,  which  lessen  the 
power  of  recovery,  and  therefore  add  considerably 
to  the  risk  of  operation. 


XV. 


UTERINE  MYOMATA  WITH  LARGE 
BLOOD  CYST  OF  THE  LEFT  OVARY 
— HYSTERECTOMY.1 

I  have  asked  permission  to  show  this  specimen  to 
the  Society  because  there  are  several  interesting 
features  in  the  case. 

The  patient,  a  cook,  41  years  of  age,  complained 
of  pain  and  slight  swelling  of  the  left  ankle,  which 
she  said  had  been  sprained  several  weeks  previ- 
ously, and  had  again  become  painful.  The  pain 
was  worst  in  the  heel,  and  there  was  cedema  above 
the  malleoli,  but  there  were  none  of  the  usual 
signs  of  sprain.  The  part  was  bandaged,  and  rest 
for  a  day  or  two  was  prescribed.  The  urine  was 
in  the  meantime  examined  and  found  to  be 
normal.  When  the  patient  was  examined  care- 
fully in  bed  a  few  days  later,  the  cedema  could  be 
traced  to  the  knee,  there  was  pain  in  squeezing 
the  calf  of  the  leg,  and  the  superficial  veins  were 

1  Read  at  a  meeting  of  the  Glasgow  Pathological  and  Clinical 
Society  held  on  10th  December,  1901. 
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varicose,  distended,  and  prominent  over  the  inner 
aspect  of  the  knee.  Though  the  course  of  the 
vein  up  the  thigh  seemed  to  be  unusually  tender 
to  pressure,  no  thickening  or  cording  of  it  could 
be  felt.  Some  condition  causing  pelvic  pressure 
had  been  suspected  even  at  the  first  examination, 
and  when  the  abdomen  was  now  uncovered  two 
low  prominences  of  the  otherwise  concave  abdo- 
minal wall  were  seen.  One,  in  the  middle  line, 
was  hard,  and  suggested  myoma  of  the  uterus  ; 
the  other,  on  the  left,  was  softer  and  obscurely 
fluctuant.  The  patient  was  quite  unaware  of  the 
existence  of  these  swellings.  By  vaginal  examina- 
tion both  tumours  were  found  to  extend  deeply 
into  the  pelvis  posteriorly,  the  cervix  uteri,  which 
was  small  and  nulliparous,  being  immediately  be- 
hind the  symphysis  pubis.  A  day  or  two  later  an 
examination  under  an  anaesthetic  confirmed  the 
previous  examination,  and  the  sound  passed  for- 
wards for  nearly  i\  inches,  and  could  be  felt 
bimanually  just  above  the  symphysis.  In  this 
part  the  tissue  seemed  to  be  less  dense,  and  it 
was  concluded  that  the  uterus  was  small  and  lay 
in  front  of  the  myomatous  masses.  The  lower 
part  of  the  tumour  on  the  left  side  was  thickened 
and  not  so  smooth,  and  was  taken  to  be  the  left 
ovary. 

In  deciding  as  to  the  operation,  some  anxiety 
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was  felt  as  to  the  condition  of  the  veins  on  the  left 
side  and  the  possibility  of  thrombosis.  With  rest 
the  patient  seemed  to  improve,  and  a  few  days 
later  the  operation  of  abdominal  hysterectomy  was 
performed,  as  it  was  found  on  opening  the  abdo- 
men that  enucleation  was  impossible.  With  the 
help  of  a  rubber  tourniquet  round  the  cervix  very 
little  blood  was  lost,  and  it  was  found  to  be 
possible  to  bring  the  peritoneal  edges  together 
over  the  whole  wound  area  in  the  pelvis.  The 
venous  plexus  in  the  left  broad  ligament  was 
noticed  to  be  turgid  and  much  larger  than  usual. 
The  patient,  who  had  a  history  of  feeble  digestion 
and  was  rather  anaemic,  suffered  considerably  from 
depression  and  persistent  sickness,  so  that  it  was 
difficult  to  maintain  her  nutrition  and  to  get  her 
bowels  to  act. 

The  temperature  rose  on  the  second  day  to 
ioo.6°,  then  became  normal,  the  pulse  ran  at  96 
as  an  average,  and  there  was  no  abdominal  pain 
and  very  little  flatulent  distension.  On  the  sixth 
day  the  depression  cleared  off,  and  convalescence 
seemed  to  be  secured.  After  castor  oil  a  quite 
satisfactory  movement  of  the  bowels  was  effected 
on  the  morning  of  the  seventh  day,  and  an  hour 
or  so  later  the  patient  was  observed  to  be  ill. 
The  temperature  was  still  normal,  but  the  pulse 
and  respirations  were  considerably  quickened.  The 
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expression  was  also  anxious.  A  slight  swelling  of 
the  left  leg  and  a  purplish  discoloration  of  the 
foot  were  noted.  The  abdominal  wound  was  un- 
covered for  examination,  and  was  found  to  be 
quite  healed  up  without  sign  of  irritation  ;  and 
there  was  no  abdominal  tenderness  nor  tympanites. 
She  sank  rapidly  in  spite  of  strychnine  and  stimu- 
lants, consciousness  being  maintained  to  the  last, 
and  the  temperature  only  rising  once  to  100. 8°, 
while  the  pulse  quickened  to  160  and  the  respira- 
tions to  60  per  minute. 

A  post-mortem  examination  was  refused. 
Remarks. — The  specially  interesting  points  are — 
I.  The  diagnosis. — The  occurrence  of  oedema  in 
one  leg  only,  the  turgid  condition  of  the  veins,  the 
pain  in  the  heel  and  sole  of  the  foot,  the  tender- 
ness along  the  course  of  the  vessels,  all  suggested 
the  probability  of  pressure  in  the  pelvis,  and  gave 
rise  to  questions  as  to  the  effect  of  this  on  the 
circulation  if  it  should  be  decided  to  operate.  In 
another  case  of  large  pelvic  myoma  under  my  care, 
the  condition  had  reached  the  stage  of  phlegmasia, 
with  very  tender,  apparently  phlebitic,  patches  in 
both  legs  when  I  saw  her  first,  and  no  abdominal 
tumour  had  been  suspected.  After  about  six 
months  of  complete  rest,  with  suitable  applica- 
tions, the  swelling  completely  disappeared,  the 
myomatous  mass  having  in  the  meantime  increased 
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in  size  and  risen  up  out  of  the  pelvis.  It  is  quite 
evident  that  we  may  get  thrombosis  in  such  cases 
without  the  presence  of  septic  organisms. 

2.  The  cause  of  death. — This  seems  very  evi- 
dently due  to  the  extension  of  the  process  of 
thrombosis  in  the  already  weakened  vessels,  and 
probably  the  detachment  of  an  embolus  which  was 
carried  to  the  lung.  It  is  possible  that  in  this 
case,  besides  the  weakening  of  the  vessels  and 
slowing  of  the  blood  stream  owing  to  pressure  of 
the  tumours,  the  anaemia  may  have  favoured  the 
occurrence  of  thrombosis. 

3.  The  tumours. — The  uterus,  when  cut  up  after 
removal,  was  found  to  have  been  retroflexed 
acutely  during  its  growth,  the  sound  having  only 
reached  the  bend  at  l\  inches.  The  cavity  ex- 
tended downwards  and  backwards  for  at  least  an 
inch  and  a  half.  About  eight  or  ten  very  dense 
myomatous  masses  were  clustered  round  the  uterus 
and  in  its  structure.  Some  of  these  showed  cal- 
careous spicules.  The  unusual  feature  of  the 
ovarian  cyst  was  its  dark-brown,  thickly  fluid, 
granular  contents,  which  consisted  entirely  of  much 
altered  blood,  showing  under  the  microscope  only 
a  few  corpuscles  along  with  much  fine  granular 
debris^  and  a  few  larger  round  granular  bodies. 
The  chemical  reactions  were  those  of  blood.  The 
spectrum  was  doubtful,  but  was  possibly  methae- 
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moglobin.  I  have  to  thank  Dr.  Carstairs  Douglas 
for  examining  the  cyst  contents.  The  cyst  measured 
over  6  inches  in  its  largest  diameter,  and  its 
capacity  was  7  oz.,  a  very  unusual  size  for  a  cyst 
of  this  character. 


XVI. 


CANCER  OF  THE  UTERUS  :  SOME  PRAC- 
TICAL ASPECTS  OF  ITS  DIAGNOSIS 
AND  TREATMENT.1 

Malignant  disease  of  the  uterus  to-day,  more  than 
ever,  demands  the  serious  attention  and  study  of 
the  medical  man.  Those  who  have  watched  the 
progress  of  investigations  and  the  developments  in 
operative  technique  during  these  opening  ten  years 
of  the  present  century,  and  who  have  tried  to  keep 
themselves  abreast  of  the  voluminous  literature, 
will  have  realised  how  keenly  interested  the  modern 
gynaecologists  and  pathologists  are  in  the  subject, 
and  how  earnestly  they  have  applied  themselves  to 
the  investigations  into  the  etiology  of  cancer,  and 
to  the  improvement  of  the  operations  for  its  cure. 
In  spite  of  these  well-directed  efforts,  it  is  believed 
that  malignant  disease  is  increasing  in  frequency, 
and  its  etiology  has  not  yet  been  cleared  up.  I 

1  Communicated  to  the  Glasgow  Obstetrical  and  Gynaeco- 
logical Society,  25th  October,  191 1. 


CANCER  OF  THE  UTERUS  157 


have  seen  it  recently  stated  on  the  authority  of  the 
well-known  gynaecologist,  Diihrssen,  that  "  25,000 
die  annually  in  the  German  empire  from  carcinoma 
uteri,  or  three  times  as  many  as  die  in  childbed 
from  all  causes."  In  America  this  high  death-rate 
is  not  admitted,  but  one  of  their  authorities  states 
that  cancer  kills  more  than  any  single  puerperal 
cause.  Detailed  figures  for  Scotland  do  not  seem 
to  be  available,  but  it  is  a  safe  presumption,  corro- 
borated by  our  own  experiences,  that  its  frequency 
is  as  notable  here  as  it  is  on  the  European  and 
American  Continents.  Statistics  have  sufficiently 
proved  everywhere  that  the  uterus  is  the  most 
frequent  site  of  cancer  in  women,  and  it  has  been 
estimated  that  one  in  every  thirty  women  that 
reach  the  age  of  35  dies  of  cancer  of  the  uterus. 

Malignant  disease  of  the  uterus,  broadly  speak- 
ing, takes  two  forms,  sarcoma  and  carcinoma.  For 
the  sake  of  emphasis  and  clearness  I  do  not  propose 
to  touch  upon  either  sarcoma,  or  such  special  mani- 
festations as  tubal  cancer,  cancer  in  pregnancy,  and 
chorionepithelioma,  but  shall  confine  my  attention 
to  the  common  everyday  occurrence  of  primary 
carcinoma  of  the  uterus.  Fortunately  what  has  to 
be  said  regarding  the  diagnosis  and  treatment  of 
the  ordinary  case  applies  in  the  main  to  the  rarer 
forms.  Carcinoma  in  the  uterus  takes  two  forms, 
the  squamous-celled  carcinoma  and  the  glandular 
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or  adeno-carcinoma,  the  latter  prevailing  in  the 
body  of  the  uterus  and  the  squamous-celled  car- 
cinoma predominating  to  the  extent  of  at  least  70 
per  cent,  in  the  cervix.  It  has  been  estimated  that 
80  to  90  per  cent,  of  all  cases  of  cancer  of  the  uterus 
occur  in  the  cervix.  In  the  final  issue,  therefore, 
it  is  cancer  of  the  cervix  that  most  demands  our 
study.  It  is  unfortunate  that  cancer  of  the  cervix 
should  at  the  same  time  be  the  most  insidious  in 
its  growth  and  the  most  difficult  as  to  early  diag- 
nosis. For  this  reason,  and  especially  because  of 
its  mode  of  extension  as  it  grows,  it  becomes  the 
most  difficult  to  deal  with  radically. 

All  cases  of  malignant  disease  should,  of  course, 
be  treated  radically  at  the  earliest  possible  oppor- 
tunity, but  one  has  usually  a  longer  respite  with 
the  sarcomata  and  the  adenomata  that  affect  the 
body  of  the  uterus.  Glandular  invasion  is  believed 
to  be  later  in  these  cases,  and  simple  vaginal  or 
abdominal  hysterectomy  can  often  be  undertaken 
with  confidence  as  to  radical  treatment.  The  case 
is  very  different  with  the  most  frequent  type,  the 
squamous-celled  form,  and  its  even  more  malignant 
cousin,  adenoma,  when  it  occurs  in  the  cervix. 
It  is  carcinoma  of  the  cervix,  therefore,  that  is 
uppermost  in  my  mind  while  I  am  speaking  of  the 
practical  aspects  of  diagnosis  and  treatment.  It 
must  never  be  forgotten  that  cancer  may  show 
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itself  in  the  uterus  at  almost  any  age,  for  undoubted 
cases  have  been  reported  as  early  as  25,  and  as  late 
as  70,  and  most  of  us  meet  from  time  to  time  cases 
at,  or  even  under,  the  age  of  30.  Statistics  show, 
however,  that  from  60  to  70  per  cent,  occur  near 
or  at  the  climacteric,  so  that  age  is  an  important 
indication. 

Upon  early  diagnosis  everything  depends.  It  is 
owing  to  the  want  of  this  as  a  general  experience 
that  so  miserable  results  are  still  recorded  from  the 
big  cliniques  of  the  best  surgeons,  though  the  most 
extensive  operations,  with  removal  of  the  para- 
metric tissues  and  the  abdominal  glands,  have 
become  possible  by  means  of  the  great  improve- 
ments in  operative  technique.  Blame  attaches 
most  frequently,  perhaps,  to  the  patient  herself, 
for  even  when  she  has  considerable  irregular  vaginal 
haemorrhage  she  puts  off  the  ordeal  of  examination, 
and  if  she  does  mention  it  to  her  doctor  she  refuses 
to  be  examined.  A  striking  case  of  this  kind  is  in 
my  mind.  A  poor  woman  mentioned  to  her 
doctor  a  slight  appearance  of  blood  occasionally 
after  intercourse.  He  suggested  local  examination, 
but  she  put  it  off.  Within  six  months,  when  she 
returned  to  him,  he  at  once  sent  her  to  me,  and  we 
had  no  difficulty  in  deciding  that  the  case  was 
absolutely  inoperable. 

A  few  weeks  ago  I  had  in  my  wards  in  the  Royal 
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Samaritan  Hospital  at  the  same  time  three  advanced 
cases,  upon  two  of  which  I  attempted  the  modern 
extended  abdominal  operation.  In  the  case  that 
looked  the  least  promising  I  had  to  separate  the 
left  ureter  from  the  mass  extending  into  the  left 
parametrium,  and  complete  removal  of  glandular 
structures  was  impossible,  while  the  extra  risk  of 
prolonged  operation  was  not  desirable  with  a  ureter 
so  manifestly  affected.  In  the  other,  at  first  con- 
sidered the  most  promising,  the  disease  had  got  so 
firm  a  hold  of  the  bladder  and  ureter  on  the  left 
side  that  the  bladder  was  injured,  and  part  of  the 
cancer  could  not  be  detached  without  further  injury 
of  the  bladder  and  ureter.  The  third  case  had  a 
secondary  nodule  well  down  the  vaginal  wall,  and 
hopelessly  extensive  involvement  of  the  neigh- 
bouring structures.  She  had  evidently  seen  her 
doctor  at  a  very  early  stage,  when  local  treatment 
was  suggested  to  avoid  something  more  serious, 
and  again,  a  few  months  before  coming  to  hospital, 
when  she  was  seriously  advised  to  undergo  treat- 
ment, but  postponed  it  till  she  should  complete 
preparations  for  her  daughter's  marriage.  I  had  to 
content  myself  with  scraping  away  the  deeply 
excavating  cancerous  growth  before  sending  her 
home  again. 

The  patient,  however,  is  not  alone  to  blame. 
The  practitioner  must  sometimes  accept  his  share, 
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for  it  is  not  unusual  for  us  in  hospital  to  find  that 
the  subjects  of  cancerous  disease  have  been  for  some 
time  previously  under  treatment  for  haemorrhage 
or  other  symptoms,  occasionally  even  without  any 
local  examination. 

Two  practical  points  suggest  themselves  at  this 
stage.  As  has  already  been  attempted  in  several 
places,  some  simple  form  of  instruction  should  be 
widely  distributed  in  the  form  of  a  leaflet,  warning 
women  of  the  danger  of  delay  in  seeking  proper 
advice  on  the  onset  of  certain  symptoms.  These 
might  be  made  available  for  distribution  by  means 
of  the  practitioner  himself,  and  by  nurses,  mid- 
wives,  health  and  other  visitors.  It  would  be  worth 
our  society's  while  to  inaugurate  such  a  movement, 
for  which  we  have  more  than  one  notable  precedent. 
With  regard  to  the  other  point,  I  am  perhaps  on 
more  delicate  ground.  It  is  upon  the  general 
practitioner  himself  that  the  onus  of  early  diagnosis 
usually  rests,  and  when  symptoms  suggest  the 
slightest  need  for  it,  he  should  never  be  content 
with  the  patient's  refusal  of  examination,  but 
should  explain  fully  to  her,  and  even  to  her  husband 
or  other  near  friend,  the  danger  of  such  postpone- 
ment, and  this  without  the  slightest  delay,  for  it  is 
a  matter  of  constant  experience  that  when  cancer 
of  the  cervix  has  advanced  so  far  as  to  be  recognis- 
able by  touch  or  sight,  it  travels  apace  to  the  stage 
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when  the  possibility  of  radical  operative  treatment 
becomes  doubtful. 

What  help  can  scientific  research  to-day  give  us 
for  the  early  recognition  of  cancer  of  the  uterus? 
If  there  has  been  much  haemorrhage,  if  there  is 
purulent  and  offensive  discharge,  or  notable  change 
in  the  appearance  of  the  cervix,  or  emaciation  or 
even  deterioration  of  the  general  health,  the  case 
is  probably  already  inoperable.  It  must  be  ad- 
mitted that  the  early  beginnings  of  cancer  are 
usually,  even  in  these  days,  as  imperceptible  and 
unexpected  as  the  thief  in  the  night.  There  are, 
however,  certain  indications  that  give  a  clue  to  its 
early  discovery.  Very  slight  occasional  haemor- 
rhage occurring  after  any  mechanical  disturbance  of 
the  parts  by  vaginal  douche,  movement  of  the 
bowels,  sudden  strain  of  the  abdominal  muscles 
during  work,  or  by  sexual  intercourse,  should  be 
noted  and  investigated,  and  certainly  never  treated 
before  a  proper  examination  has  been  made.  Leu- 
corrhea,  when  not  previously  present,  or  if 
markedly  increased  in  quantity  and  changed  in 
any  way  so  as  to  become  irritating  to  the  parts,  or 
thin  watery  discharge,  may  be  a  warning  signal  of 
the  commencing  cancerous  change. 

Early  visible  or  palpable  change  in  the  cervix  is 
rarely  met  with,  and  there  is  probably  nothing 
markedly  distinctive  to  the  naked  eye  about  such 
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changes  ;  but  when  there  is  increased  density  of 
the  cervix,  along  with  altered  character  of  the  dis- 
charge, the  time  has  come  for  removal  of  a  wedge 
from  the  most  suspicious  portion  and  a  microscopic 
examination.  The  way  in  which  the  curette  digs 
into  a  cancerous  cervix  like  a  cheese  scoop  into 
cheese  is  almost  pathognomonic,  but  we  wish  to 
discover  it  before  this  stage  has  been  reached. 

When  all  these  symptoms  have  been  considered, 
there  will  still  be  cases  that  will  escape  discovery. 
I  had  such  an  experience  in  a  case  on  which  I 
operated  about  three  weeks  ago.  The  lady  was 
65  years  of  age,  and  a  widow.  I  had  known  her 
for  a  number  of  years,  and  could  not  see  any  change 
in  her  appearance  suggestive  of  the  slightest  impair- 
ment of  health.  I  had  had  no  occasion  to  see  her 
professionally  for  years.  Last  February  I  saw  her 
once,  but  she  complained  only  of  some  shortness 
of  breath.  About  the  end  of  June  she  complained 
of  pain  in  the  back,  and  wondered  if  her  kidneys 
were  affected.  The  urine  was  normal,  and  the  pain 
seemed  to  be  rheumatic.  At  the  end  of  July  she 
was  again  seen,  and  found  to  be  improving  as 
regards  her  backache.  On  2nd  October  she 
consulted  me  without  telling  her  friends,  and 
complained  of  a  recent  considerable  vaginal 
haemorrhage,  admitting  at  the  same  time  that  she 
had  formerly  seen  a  little  blood  more  than  once,  but 
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could  not  have  said  then  whether  it  came  from  the 
bowel  or  not.  She  also  said  that  she  had  lately 
been  ailing,  and  not  so  fit  for  work  as  formerly.  I 
at  once  made  a  vaginal  examination,  and  found  an 
atrophied  narrow  vagina  and  its  lumen  filled  with 
a  soft  outgrowth  from  the  cervix,  part  of  which 
was  easily  detached  with  the  curette  a  few  days  later, 
and  was  preserved.  When  carefully  curetted  and 
examined  the  disease  was  found  to  be  excavating 
as  well  as  proliferating,  and  it  extended  so  closely 
to  the  bladder  and  into  the  parametrium  that  radical 
treatment  was  decided  to  be  out  of  the  question. 

The  moral  that  I  as  a  gynaecologist  drew  from 
this  case  was  to  make  a  vaginal  examination  in 
future,  even  if  there  is  no  discharge,  when  there 
are  vague  local  symptoms  that  cannot  be  sufficiently 
explained.  The  proper  course  to  pursue  in  the 
diagnosis,  therefore,  is  to  make  careful  enquiry 
regarding  the  occurrence  and  the  kind  of  the  dis- 
charge, make  a  vaginal  examination  without  delay, 
and  seek  a  second  expert  opinion  if  there  is  the 
least  reason  for  it.  The  patient  will  probably  then 
be  examined  under  an  anaesthetic,  the  curette  will 
be  used,  and,  if  need  be,  a  small  wedge  will  be 
removed  for  microscopic  examination.  This  will 
help  in  the  early  diagnosis  of  all  the  forms  of 
malignant  disease,  both  of  the  body  and  of  the 
cervix.    Differential  diagnosis  as  to  the  exact  site 
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of  the  cancer  and  the  extent  of  its  invasion  of  the 
surrounding  structures  must  follow  this,  and  both 
the  bladder  and  the  rectum  need  to  be  explored  to 
complete  the  examination. 

For  our  present  purpose  the  question  of  treat- 
ment can  now  be  briefly  discussed,  separating  the 
cases  into  the  frankly  inoperable  and  those  which 
are  found  on  careful  examination  to  be  distinctly 
hopeful  for  the  radical  operation.  As  our  means 
of  investigation  improve,  and  our  knowledge  of 
the  origin  and  growth  of  cancer  increases,  the  class 
of  the  inoperable  is  bound  to  diminish.  In  the 
meantime  it  contains  the  majority  of  the  cases  of 
uterine  cancer. 

The  natural  life  of  a  patient  suffering  from  cancer 
of  the  womb  extends  from  the  time  of  diagnosis 
to  three  years  at  the  most,  and  the  majority  die 
within  a  year.  So  far  as  prolongation  of  life  is 
concerned,  operation  in  the  past  has  not  on  the 
average  added  much  to  this,  but  there  can  be  little 
doubt  that,  except  in  the  few  cases  where  injury 
has  happened  to  bladder,  ureter,  or  bowel,  the 
patients  have  been  made  immeasurably  more  com- 
fortable for  what  has  been  left  to  them  of  life  by 
even  palliative  operations.  I  admit  that  nothing 
can  exceed  the  misery  of  a  patient  whose  bladder 
has  been  injured,  or  whose  ureter  has  given  way, 
and  owing  to  the  proximity  of  the  disease  cannot 
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be  repaired,  but  I  could  tell  of  numbers  of  patients 
who  have  been  very  thankful  for  relief  brought  to 
them  by  vaginal  hysterectomy,  or  even  by  simple 
removal  of  the  necrotic  material  that  causes  the 
horribly  offensive  discharge.  These  incurable  cases 
deserve  more  attention  than  they  sometimes  get, 
and  it  is  our  duty,  repeatedly  if  necessary,  to 
remove  the  cancerous  structure  as  it  grows,  and  to 
take  greater  advantage  of  the  thermo-  or  galvano- 
cautery,  x-ray  and  other  forms  of  special  electrical 
treatment,  or  such  applications  as  acetone  or  for- 
malin to  maintain  the  comfort  of  the  patient. 

Active  as  is  the  proliferation  of  the  cancer  cell, 
it  is  believed  not  to  be  so  resistant  as  the  healthy 
tissue  cells  to  the  action  of  heat,  and  to  lose  its 
vitality  readily  in  weak  constitutions.  This  may 
explain  the  occasional  spontaneous  cure  of  even  an 
apparently  inoperable  cancer.  At  anyrate,  it  has 
been  repeatedly  observed  that  much  more  favour- 
able results  are  obtained  when  the  cautery  in  one  or 
other  of  its  forms  has  been  used  for  the  separation 
of  the  cancerous  uterus  during  operation.  Byrne's 
results  in  the  past  have  been  quoted  in  support  of 
this  beneficial  effect  of  the  cautery,  and  Spencer 
more  recently  has  confirmed  this.  It  has  also  been 
suggested  that  the  use  of  hemolytic  serum  and  of 
vaccines  may  be  explained  by  their  constitutional 
effects  in  producing  fever. 
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In  operative  procedures  the  need  for  careful 
diagnosis  must  here  again  be  emphasised.  If  the 
disease  were  always  limited  to  the  cervix  or  the 
body  of  the  uterus  it  would  be  easy  enough  to 
decide  upon  the  kind  of  operation,  and  it  might  be 
left  to  the  surgeon  to  select  his  route,  vaginal  or 
abdominal.  But  such  limitations  can  never  be 
asserted.  As  a  consequence  there  have  been  often 
heated  discussions  between  leaders  of  the  rival 
methods  as  to  their  respective  merits,  and  statistics 
can  easily  be  found  in  favour  of  both. 

The  study  of  the  operability  of  cases  of  cancer  of 
the  cervix  becomes  very  interesting  in  relation  to 
the  arguments  of  the  two  opposing  schools,  and 
deserves  attention.  Figures  vary,  of  course,  with 
the  different  operators,  so  it  is  to  some  extent  a 
personal  equation  ;  but  we  may  take  the  figures  of 
the  most  prominent  exponent  and  advocate  of  the 
two  routes  of  operation,  and  in  each  case  we  shall 
use  results  that  have  stood  the  test  of  five  years, 
and  are  stated  according  to  Winter's  classification. 
Professor  Schauta  gave  me  his  statistics  a  few 
months  ago.  During  the  years  1 901- 1904  he  had 
299  cases,  and  of  these  23  refused  operation,  5  died 
of  other  diseases  in  the  interval,  and  3  could  not  be 
traced,  leaving  268.  Of  these  268  cases,  163  (or 
60.8  per  cent.)  were  pronounced  to  be  inoperable, 
and  105  (or  39.1  per  cent.)  were  operated  on,  with 
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an  immediate  mortality  of  14  (or  13.3  per  cent.) ; 
55  had  shown  signs  of  recurrence,  and  36  (or  13.4 
per  cent.)  remained  free  at  the  end  of  five 
years. 

Staude  has  reported  an  operability  of  72.3  per 
cent,  for  the  extended  vaginal  operation,  with  23 
per  cent,  of  absolute  cure. 

Contrast  these  figures  with  Wertheim's  own 
figures  for  the  extended  abdominal  operation.  Of 
607  patients  suffering  from  cancer  of  the  cervix, 
3  died  of  other  diseases,  and  28  refused  the  pro- 
posed operation,  leaving  a  total  of  576.  Of  these 
576  cases,  250  (or  43.4  per  cent.)  were  operated  on, 
and  326  (or  56.6  per  cent.)  were  inoperable.  The 
immediate  or  operation  mortality  was  63  (or  25.2 
per  cent.).  After  five  years,  106  were  found  to  be 
free  from  recurrence  (or  18.4  per  cent.).  Of  the 
actual  abdominal  operations  there  was  an  immediate 
mortality  of  25.2  per  cent.,  and  recurrence  took 
place  within  five  years  in  57.6  per  cent.  The 
corresponding  figures  in  the  105  vaginal  opera- 
tions by  Schauta  were  13.3  per  cent,  of  primary 
mortality  and  52.3  per  cent,  of  recurrence  within 
five  years.  Of  the  abdominal  operations,  42.4  per 
cent,  remained  free  from  recurrence  at  the  end  of 
five  years ;  of  the  vaginal  operations,  34.2  per 
cent. 
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Prof.  Schauta. 

Prof.  Wertheim. 

Total 
Cases, 
268. 

Of  every 
100  Cases 
seen. 

Total 
Cases, 
576. 

Of  every 
100  Cases 
seen. 

Inoperable,  ...  - 

163 

60.8 

326 

56.6 

Operation  mortality,  - 

5.2 

03 

IO.9 

Recurrence  within  five  years, 

55 

20.5 

81 

I4.O 

Therefore  ultimate  mortality 
from  cancer,  - 

232 

86.5 

470 

81.5 

Free  from  recurrence  up  to 
end  of  five  years,  - 

36 

134 

106 

18.4 

I  can  only  find  time  here  to  summarise  my  own 

impressions,  as  a  result  of  what  I  have  seen  and 

have  myself  done.    I  have  no  faith  in  supravaginal 

amputation  or  any  measure  short  of  hysterectomy 

when  the  cervix  is  cancerous,  and  this  applies  still 

more  to  the  body  of  the  uterus.    I  still  feel  myself 

justified  in  doing  a  simple  vaginal  hysterectomy  in 

such  an  early  case  as  that  illustrated  by  the  drawing,1 

and  in  these  cases  I  find  most  comfort  and  security 

in  the  use  of  vaginal  clamps  of  Pryor's  pattern  with 

detachable  handles,  which  I  have  modified  in  several 

important  respects.    I  intend  always  in  future  to 

cut  through  the  stumps  with  the  thermo-  or  galvano- 

cautery.    When  the  patient  is  very  stout,  one  may 

have  to  be  content  with  the  vaginal  route  even  when 

1  Not  reproduced, 
x 
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the  disease  is  advancing,  but  in  such  a  condition  I 
should  prefer  the  Schuchardt-Schauta  method  by 
means  of  the  paravaginal  incision.  I  am  quite  cer- 
tain that,  so  far  as  the  parametric  extension  goes, 
it  is  as  effectively  removed  by  this  as  by  the  abdo- 
minal route,  and  Professor  Schauta  has  published 
quite  remarkable  results  obtained  by  this  operation. 
The  immediate  results  of  the  vaginal  operation  are 
incontestably  better  than  those  of  abdominal 
hysterectomy.  There  is  something  brilliant  and 
fascinating  about  the  extended  abdominal  operation, 
now  familiar  to  us  as  Wertheim's  because  of  his 
able  exposition  of  it,  with  its  dissection  of  the 
different  groups  of  glands,  its  freeing  and,  if  need 
be,  transplantation  of  the  ureters,  and  its  extirpation 
of  the  pelvic  parametric  tissue  along  with  the 
offending  uterus. 

If  we  must  depend  for  our  final  judgment  upon 
the  remote  results  of  the  two  different  operations,  I 
am  bound  to  confess  that  the  advocates  of  Wer- 
theim's operation  have  the  advantage  ;  but  I  am 
sure  that  the  less  extensive  operations,  and  especi- 
ally Schauta's  operation,  though  they  do  not  give  so 
long  a  life,  have  in  the  past  given  greater  comfort 
to  a  greater  number  of  patients  than  has  as  yet  been 
secured  by  the  other  route.  The  abdominal  opera- 
tion, deservedly  associated  with  the  name  of  Wer- 
theim,  is  more  scientific  in  principle,  as  it  takes 
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advantage  of  the  facts  made  increasingly  clear  by 
modern  pathology  as  to  the  mode  of  extension  and 
spread  of  cancer,  and  aims  at  the  removal,  not  only 
of  the  parametric  tissues  and  neighbouring  vagina, 
which  can  be  reached  by  the  vaginal  route,  but  also 
of  the  tissue  bearing  the  lymphatics  and  numerous 
glands  in  the  upper  part  of  the  pelvis,  along  the 
iliac  vessels,  and  about  the  lower  part  of  the  ureters, 
which  are  beyond  the  reach  of  the  most  extended 
vaginal  operation.  It  has  become  evident,  too,  that 
recent  improvements  in  the  technique,  from  advanc- 
ing experience  of  the  operation,  are  effecting  a 
reduction  in  the  primary  mortality  and  in  the 
number  of  recurrences. 


XVII. 


CANCER  OF  THE  CERVIX  UTERI  IN  A 
CASE  OF  ADVANCED  PREGNANCY- 
ABDOMINAL  HYSTERECTOMY.1 

Matthews  Duncan  long  ago  remarked  that  there 
was  "scarcely  any  disease,  however  formidable  or 
however  loathsome,  in  spite  of  which  sexual  inter- 
course and  conception  may  not  take  place  ;"  but  the 
conditions  favourable  to  the  progress  of  pregnancy 
to  the  full  time  in  a  cancerous  uterus  can  very 
seldom  be  present,  and  such  cases  are  therefore  rare. 
Cancer  of  the  body  of  the  uterus  probably  always 
prevents  development  of  the  ovum.  It  is  not  so 
with  cancer  of  the  cervix,  which  has  been  found  to 
occur  as  a  complication  of  pregnancy  once  in  about 
2000  cases  (22  in  41,000,  according  to  Scheibe), 
and  there  are  already  several  hundreds  on  record. 
Cohnstein  reported  134  cases  up  to  1873,  and 
Theilhaber  collected  165  cases  between  1873  and 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gynseco- 
logical  Society  held  on  23rd  April,  1902. 
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1894.  Olshausen,  Fehling,  and  Noble,  amongst 
others,  have  reported  groups  of  cases.  Leinzinger 
has  also  recorded  a  case  in  which  pregnancy  took 
place  even  after  curettage  for  well-marked  carci- 
noma. 

A  large  proportion  end  in  abortion  (Cohnstein, 
29  per  cent.  ;  Muller,  34  per  cent.  ;  Lewers,  40  per 
cent.),  and  this  takes  place  usually  about  the  third 
month  (Hauke). 

Cancer  of  the  cervix  uteri  complicating  advanced 
pregnancy  is  of  rare  occurrence,  and  it  involves 
much  more  serious  issues.  The  patient  whose  case 
I  wish  to  describe,  and  whose  uterus  I  now  show, 
had  reached  the  end  of  the  sixth  month  of  her  first 
pregnancy.  She  was  46  years  of  age,  and  had  been 
married  less  than  a  year.  On  4th  October,  1901, 
she  had  a  sudden  and  alarmingly  profuse  haemor- 
rhage, which  was  checked  by  plugging  the  vagina. 
As  serious  haemorrhage  recurred  the  following  day, 
I  was  asked  by  her  medical  attendant,  Dr.  A.  A.  F. 
Steen,  to  see  her.  The  first  thought  was  naturally 
of  placenta  praevia,  but  vaginal  examination  dis- 
covered at  the  cervix  uteri  a  dense  hypertrophied 
posterior  lip  with  rough  surface,  and  there  was  an 
offensive  vaginal  discharge,  the  odour  of  which  was 
perceptible  even  in  the  air  of  the  room.  The  preg- 
nancy had  reached  the  beginning  of  the  seventh 
month,  but  patient  was  not  conscious  of  anything 
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amiss  up  to  the  end  of  August,  after  which  she 
began  to  observe  a  little  malodorous  discharge. 
The  disease,  though  well  marked,  was  definitely 
localised  in  the  posterior  lip  of  the  cervix.  We 
decided  to  recommend  immediate  operation,  and 
not  wait  for  a  viable  child. 

The  vagina  was  douched,  and  afterwards  well 
plugged  with  iodoform  gauze  steeped  in  hazeline. 
The  patient  was  removed  on  7th  October  to  a 
private  nursing  home.  Unfortunately,  during  the 
following  night  another  very  serious  haemorrhage 
took  place,  the  blood  running  beyond  the  rubber 
sheeting,  saturating  the  bed  mattress,  and  reaching 
the  floor.  The  risk  of  further  haemorrhage  seemed 
as  serious  as  the  danger  of  operation,  so  we  decided 
to  operate  two  days  afterwards,  and  to  remove  the 
uterus  and  its  contents  without  preliminary 
Caesarean  section.  It  was  found  that  the  uterus,  on 
account  of  its  elasticity,  could  be  drawn  through  a 
comparatively  small  abdominal  incision.  The 
patient  was  put  in  the  Trendelenburg  position. 
The  ovarian  arteries  and  the  round  ligaments  were 
tied  in  the  usual  way  with  catgut,  and  the  uterus  so 
far  separated  from  its  lateral  attachments.  The 
bladder  was  then  reflected,  and  the  uterine  arteries 
were  secured.  At  this  stage  specially  wide  steril- 
ised lint  guards  were  spread  behind  the  uterus  right 
into  the  hollow  of  the  sacrum,  and  covering  the 
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whole  of  the  intestines  above.  As  the  bulk  of 
the  uterine  tumour  interfered  with  us,  a  strong  silk 
ligature  was  tied  round  the  cervix,  and  the  uterus 
was  amputated  below  it.  The  cervical  stump  was 
then  as  quickly  as  possible  excised.  The  abdomen 
was  well  flushed  with  warm  saline  solution,  which 
discharged  itself  by  the  vaginal  opening.  Iodo- 
form gauze  was  drawn  through  the  vagina,  and  then 
the  abdominal  wound  was  closed.  The  operation 
took  quite  an  hour  and  a  half,  but  it  involved  com- 
paratively little  haemorrhage.  The  previous  severe 
losses  of  blood,  however,  together  with  the  shock  of 
such  an  operation,  seemed  to  prove  too  much  for 
the  patient,  as  she  did  not  rally  very  well ;  and,  in 
spite  of  stimulation  and  watchful  nursing,  she 
became  weaker  again  during  the  later  hours  of  the 
night,  and  died  on  the  afternoon  of  the  next  day. 
There  are  several  important  points  that  deserve 
consideration  : 

r.  The  diagnosis. — Although  this  was  an  early 
stage  of  cancer,  it  was  not  difficult  to  diagnose  it. 
There  had  been  no  previous  haemorrhage  and  no 
pain  to  warn  the  patient — only  the  malodorous  dis- 
charge for  some  six  months  previously,  and  that 
should  itself  have  excited  suspicion.  Though  I 
believe  that  in  this  case  the  cancer  developed 
entirely  after  conception  had  taken  place,  the  result 
might  have  been  very  different  if  operative  treat- 
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ment  had  been  possible  before  the  exhausting 
haemorrhages  had  taken  place. 

2.  The  age. — It  has  been  noted  in  statistics  that 
where  carcinoma  and  pregnancy  coexist,  the  patients 
are,  on  the  average,  much  younger  than  those  in 
whom  carcinoma  alone  is  present.  Most  of  these 
patients,  however,  were  multipara?.  In  this  case 
the  patient  was  only  recently  married,  and  it  was 
her  first  pregnancy.  It  is  probable  that  the  growth 
may  have  been  encouraged  by  the  change  in  her 
mode  of  life,  involving  greater  congestion  and 
activity  of  the  sexual  organs. 

3.  The  operation. — As  the  disease  was  limited, 
and  radical  operation  seemed  possible,  I  felt  myself 
bound  not  to  consider  the  life  of  the  child,  so  I  had 
no  difficulty  in  deciding  not  to  delay  till  the  child 
was  viable.  The  patient  and  her  husband  con- 
firmed this.  I  had  to  choose  between  the  vaginal 
and  the  abdominal  routes,  and  took  the  latter 
because  I  feared  the  risk  of  greater  haemorrhage  by 
the  vaginal  method  at  this  stage  of  pregnancy.  I 
decided  not  to  do  a  preliminary  Caesarean  section, 
because  the  child  was  still  small,  and  I  was  sure  that 
I  could  get  the  elastic  uterus  through  a  compara- 
tively small  abdominal  wound.  Although  the 
operation  was  not  successful,  I  am  satisfied  that  I 
took  the  right  course.  In  undertaking  so  serious 
an  operation  at  a  time  when  the  patient  is  not  in  the 
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best  condition  for  it,  from  previous  loss  of  blood 
and  other  drain  on  the  strength  and  interference 
with  nutrition,  it  is  the  surgeon's  duty  to  see  that 
every  precaution  is  taken,  and  among  the  important 
questions  is  the  choice  of  the  anaesthetic,  and  I 
regret  that  I  did  not  use  ether  in  such  a  case  as  this. 
I  also  regret  that  I  did  not  give  an  intracellular 
intravenous  saline  injection  instead  of  contenting 
myself  with  the  saline  solution  in  the  abdominal 
cavity,  much  of  which  soon  escaped  by  the  vagina. 
If  these  additional  precautions  had  been  taken,  it 
might  have  made  all  the  difference  to  the  heart's 
action,  and  the  patient  might  have  been  saved. 


Y 
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TWO  CASES  OF  FUNGATING  ("CAULI- 
FLOWER") CANCER  OF  THE  CERVIX 
UTERI— VAGINAL  HYSTERECTOMY.1 

Cases  of  cancer  of  the  cervix  and  the  operations 
for  its  removal  are  now  familiar  to  all  of  us,  and  we 
have  more  than  once  specially  discussed  the  subject 
in  this  Society  ;  but  to-night  I  wish  to  report  the 
following  two  cases,  because  they  specially  illustrate 
the  advantage  of  radical  treatment  in  cases  which 
are  at  first  judged  to  be  too  far  advanced  for  opera- 
tion. 

Case  I. — Mrs.  M'G.,  33  years  of  age,  had  had 
seven  pregnancies,  the  first  five  of  which  went  to 
full  time  ;  the  next,  three  years  ago,  and  after  an 
interval  of  three  years,  was  an  early  abortion  ;  and 
the  last  terminated  two  months  ago  in  a  premature 
labour  at  the  eighth  month,  the  child  living  only 
two  days.  She  complained  of  irregular  vaginal 
hemorrhage,   alternating  with   a   yellowish  and 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gynaeco- 
logical Society  held  on  23rd  April,  1902. 
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latterly  malodorous  discharge  since  the  last  confine- 
ment, two  months  ago.  On  14th  June,  1901,  she 
was  sent  into  the  Samaritan  Hospital  by  Dr. 
Douglas  from  the  dispensary  on  account  of  malig- 
nant disease  of  the  cervix.  The  vaginal  roof  was 
filled  with  a  cauliflower  growth,  involving  the 
whole  cervix.  The  body  of  the  uterus  was  small, 
movable,  and  apparently  uninvolved. 

Under  chloroform,  on  19th  June,  1901,  the  can- 
cerous material  was  thoroughly  curetted,  and  pure 
formalin  was  applied  to  the  raw  surface,  the  vagina 
being  afterwards  packed  with  iodoform  gauze  which 
had  been  wrung  out  of  corrosive  sublimate  solution 
(1  in  2000).  A  fortnight  later  the  patient  was 
carefully  examined,  and  had  improved  so  much  that 
it  was  decided  at  a  consultation  to  attempt  radical 
treatment.  On  4th  July,  vaginal  hysterectomy  was 
performed.  Only  one  or  two  special  points  need  to 
be  mentioned.  An  incision  was  made  in  the 
vaginal  walls,  round,  but  well  clear  of,  the  diseased 
tissue.  The  mucous  membrane  from  this  circum- 
ference was  dissected  towards  the  cervix,  and  the 
circular  flap  thus  raised  was  stitched  firmly  across 
the  diseased  area,  covering  it  in.  Silk  ligatures 
were  used  to  secure  the  broad  ligaments  as  they 
were  cut  through,  and  the  ends  of  the  ligaments 
were  gathered  into  the  vagina  and  secured  in  the 
angles  of  the  wound  by  means  of  one  or  two  catgut 
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sutures,  after  the  pelvic  cavity  had  been  flushed 
with  a  warm  saline  solution  through  a  double- 
channelled  tube.  A  temporary  iodoform  gauze 
drain  was  inserted  into  the  middle  of  the  wound. 
She  made  a  good  recovery,  and  went  home  on  30th 
July. 

This  patient,  who  was  in  attendance  in  an  adjoin- 
ing room,  had  consented  to  be  examined  bv  two  of 
the  Fellows,  and  this  was  done  by  Drs.  Stark  and 
Maclennan. 

Case  II. — Mrs.  C,  widow,  aged  57,  has  had  six 
children,  and  has  always  enjoyed  good  health.  The 
menopause  came  at  least  six  years  ago.  There  has 
been  irregular  vaginal  haemorrhage  for  the  last  four 
months.  On  account  of  this  bleeding,  she  was 
urged  by  her  medical  attendant,  Dr.  Lewis,  six 
weeks  ago  to  get  special  advice,  and  had  consented, 
but  a  temporary  improvement  tempted  her  to  post- 
pone the  consultation.  There  is  now  a  purulent 
blood-tinged  discharge  from  the  vagina,  and  the 
odour  is  offensive.  The  cervix  is  hypertrophied 
and  irregular  in  contour,  owing  to  sprouting  masses 
of  malignant  disease  which  readily  break  down  and 
bleed.  The  disease  extends  specially  along  a  lacera- 
tion backwards  and  to  the  left.  Her  general  health 
has  suffered,  and  she  has  of  late  become  thinner  and 
weaker  from  loss  of  blood.  The  friends  were 
advised  that  the  diseased  structures  should  be 
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removed  by  curettage  to  save  from  further  bleed- 
ing, and  they  were  told  that  the  case  was  not  very 
hopeful  for  radical  treatment.  Next  day  the  cervix 
was  curetted,  as  already  described.  The  examina- 
tion under  chloroform  encouraged  us  to  believe  that 
the  disease  had  not  invaded  the  deeper  tissues. 
After  careful  examination  on  15th  September, 
vaginal  hysterectomy  was  recommended.  On  21st 
September,  the  uterus  was  removed  in  this  way,  the 
same  method  being  followed  as  I  have  described 
already.  There  was  considerable  difficulty  in  ex- 
cavating the  disease  at  the  apex  of  the  laceration  on 
the  left  side.  On  28th  September,  the  vaginal 
discharge  was  distinctly  foul  smelling,  and  a  careful 
search  was  made  for  any  gauze  packing  that  might 
have  been  left  in  vagina.  This  was  found  next  day. 
Iodoform  pessaries  were  now  inserted  daily.  On 
4th  October,  the  ligatures  were  carefully  detached, 
as  the  odour  had  not  completely  disappeared,  and 
patient  left  the  Nursing  Home  on  7th  October. 

On  9th  October,  as  the  discharge  continued,  I 
again  searched  specially  on  the  left  side  where  it  had 
been  necessary  to  excavate,  and  I  found  still  a  small 
piece  of  very  foul-smelling  gauze.  On  removing 
this  and  cleansing  the  vagina  well,  the  wound 
healed  up  in  a  day  or  two,  and  there  was  no  further 
trouble. 

I  have  seen  the  patient  to-day  (26th  March),  and 
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have  examined  her.  There  is  no  evidence  of  recur- 
rence ;  her  general  health  has  greatly  improved,  so 
that  she  is  now  fit  for  every  ordinary  domestic  duty. 

Remarks:  Early  Diagnosis — Both  of  these  cases 
are  a  lesson  regarding  diagnosis.  In  the  first  there 
were  suspicious  symptoms  for  at  least  a  month 
before  her  admission  ;  while,  in  the  second,  a  con- 
sultation had  been  proposed  at  an  earlier  stage  of 
the  disease,  but  had  been  postponed.  Skilled 
advice  should  be  sought  without  delay  whenever 
there  is  even  slight  irregular  haemorrhage. 

Preliminary  curettage  and  the  efficacy  of  formalin 
in  cases  that  are  doubtful  as  to  radical  operation. — 
In  both  of  these  cases  this  preliminary  treatment 
arrested  the  progress  of  the  disease,  and  enabled  us 
to  decide  deliberately  as  to  further  procedure. 

The  advantage  of  giving  the  patient  the  benefit 
of  radical  treatment. — This  is  to  me  the  most  strik- 
ing lesson  of  these  cases.  Both  were  apparently 
hopeless  cases,  already  in  a  miserable  condition  of 
health  owing  to  repeated  haemorrhages  and  foul 
and  extremely  disagreeable  discharges.  After  the 
operation  they  quickly  regained  strength,  and  now, 
after  nine  months  and  seven  months  respectively, 
they  are  in  good  health  and  able  for  the  ordinary 
routine  of  domestic  life,  and,  as  they  themselves 
declare,  stronger  than  they  have  been  for  years, 
while  there  is  in  neither  case  at  this  date  the  slightest 
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indication  of  recurrence.  I  do  not  report  them  as 
cases  of  cure,  but  to  prove  that,  whether  the  disease 
ultimately  returns  or  not,  the  operation  has  already 
been  justified  by  the  comfort  it  has  secured  for 
them. 


XIX. 


CANCER  OF  THE  RECTUM  AS  A  COM- 
PLICATION OF  PREGNANCY  AND 
LABOUR. 

The  recording  of  very  unusual  cases  encountered 
in  the  course  of  practice  must  always  be  of  some 
value,  and  it  is  specially  important  when  such  cases 
involve  very  serious  issues  with  regard  to  diagnosis 
and  the  proper  method  of  treatment.  So  far  as  one 
may  judge  from  recorded  cases,  the  complication  of 
pregnancy  by  cancer  of  the  rectum  is  of  extremely 
rare  occurrence,  as  I  have  been  able  to  find  only 
about  twenty  references  while  investigating  the 
literature  of  the  subject.  These  will  be  found 
tabulated  in  the  body  of  this  paper.  Apart  from 
the  fact  that  such  cases  may  sometimes  not  be 
reported,  the  reason  for  this  infrequency  of  occur- 
rence is  chiefly  the  fact  that  the  favourite  age  for 
the  onset  of  cancer  is  fortunately  beyond  the  usual 
period  of  child-bearing,  and  it  has  also  to  be  remem- 
bered that  cancer  of  the  rectum  is  relatively  less 
frequent  in  women  than  in  men.    The  problem  of 
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the  mode  of  treatment  is  specially  difficult  and 
serious,  as  two  lives  are  here  involved  which  have 
not  the  same  relative  value  as  in  the  usual  obstetrical 
operations,  where  the  mother  is  otherwise  healthy 
or,  at  least,  not  under  the  doom  of  malignant 
disease. 

The  case  which  came  under  my  notice  has  been 
reported  to  the  Glasgow  Obstetrical  and  Gynaeco- 
logical Society,  in  whose  "Transactions"  its  de- 
scription will  appear.  The  patient's  age  is  27,  and 
she  has  been  married  for  six  years.  This  is  her 
sixth  pregnancy.  Her  first  two  pregnancies  ended 
naturally  and  the  puerperia  were  normal  ;  her  third 
was  terminated  by  induction  of  abortion  in  the  fifth 
month  two  years  ago  owing  to  eclampsia ;  her 
fourth  ended  in  abortion  in  the  third  month,  and 
her  fifth  in  a  late  miscarriage  in  the  sixth  month, 
about  three  months  before  the  last  pregnancy  began. 
In  the  second  month  of  the  sixth  pregnancy  now 
being  reported,  she  was  seen  by  Dr.  Tolmie  on 
account  of  severe  vomiting,  and  she  complained 
that  there  was  a  little  haemorrhage  and  slight  pain 
during  defalcation.  A  constricting  band  was  felt 
in  the  rectum  about  two  and  a  half  inches  from  the 
anus.  Two  and  a  half  months  later  she  called  in 
her  doctor  specially  owing  to  the  rectal  pain  and 
haemorrhage,  and  he  noted  that  the  lumen  of  the 

canal  was  narrower  and  that  the  form  of  the  motion 
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was  ribbon-like.  The  possibility  of  malignant 
disease  suggested  itself  to  his  mind,  but  he  did  not 
see  her  again  for  a  month  owing  to  absence  on 
holiday.  By  this  time  the  malignant  nature  of  the 
condition  was  only  too  evident  in  the  progressive 
emaciation,  discharge  of  blood  and  offensive  matter 
from  the  rectum,  the  almost  complete  obstruction 
of  the  bowels  and  violent  vomiting.  At  this  stage 
I  was  asked  to  see  her  in  consultation,  and  she  was 
examined  under  an  anaesthetic.  A  dense  cancerous 
mass  was  now  felt  surrounding  the  rectum  for  more 
than  two  inches  from  the  anus,  and  so  closing  in 
upon  the  rectal  lumen  that  a  finger  could  only  be 
pushed  through  with  difficulty.  As  there  was  still 
a  chance  that  radical  treatment  by  such  an  operation 
as  the  para-sacral  or  Kraske's  method  might  be  avail- 
able, and  that,  at  any  rate,  other  palliative  methods 
such  as  hysterectomy  and  colotomy  might  be  better 
managed,  she  was  removed  to  the  Samaritan 
Hospital.  After  consultation  and  careful  examina- 
tion there,  it  was  decided  not  to  operate,  so  I 
arranged  for  her  admission  into  the  Victoria  Infir- 
mary under  the  care  of  Mr.  R.  H.  Parry,  who  had 
already  kindly  seen  the  patient  with  me,  and  shared 
my  view  that  the  chances  of  the  patient  reaching 
her  full  time  for  Caesarean  section  were  very  small, 
and  that  we  had  therefore  little  reason  to  consider 
the  prognosis  from  the  point  of  view  of  the  child. 
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We  agreed  that  an  immediate  abdominal  hysterec- 
tomy would  relieve  pelvic  congestion  and  avoid 
future  risks,  and  that  we  could  then  inspect  the 
pelvis  and  finally  decide  as  to  the  possibility  of 
removing  the  diseased  rectum,  while  colotomy 
would  be  quickly  accomplished  at  the  close  of  the 
abdominal  operation  for  the  relief  of  the  obstructive 
symptoms,  even  if  the  removal  of  the  cancerous 
mass  was  found  to  be  impossible.  Mr.  Parry 
operated  a  few  days  later.  The  cervix  was  found 
to  be  almost  fully  dilated  and  the  membranes  were 
bulging  down  to  the  vaginal  ostium,  indicating  the 
imminence  of  premature  expulsion  of  the  uterine 
contents.  The  posterior  vaginal  wall  was  so  far 
invaded  that  the  least  degree  of  tension  would  have 
torn  into  the  cancerous  mass.  After  draining  off 
the  liquor  amnii  Mr.  Parry  opened  the  abdomen 
and  removed  the  uterus  in  the  usual  way.  Finding 
that  the  cancer  had  invaded  the  broad  ligaments  and 
other  pelvic  structures,  he  did  not  attempt  to  re- 
move it,  but  did  a  left  inguinal  colotomy.  The 
patient  made  a  good  recovery  and,  within  a  fort- 
night, had  so  little  pain  that  she  was  able  to  rest 
without  her  customary  dose  of  morphia.  Two 
months  later  Dr.  Tolmie  reported  that  though  the 
cancerous  mass  was  growing,  the  patient  continued 
to  improve  in  condition,  was  out  of  bed  the  greater 
part  of  the  day,  and  gave  a  little  assistance  in  the 
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work  of  ,the  house.  There  were  now  signs  of 
invasion  of  the  bladder. 

As  no  separate  record  exists  in  any  of  our 
English  journals  of  the  references  in  medical  litera- 
ture to  this  rare  complication  of  pregnancy  and 
labour,  the  following  cases  have  been  tabulated  after 
as  careful  a  scrutiny  as  possible  of  the  original 
reports  were  available.    {Vide  Table  on  pp.  190-4.) 

In  the  case  which  I  have  reported  total  hysterec- 
tomy was  decided  upon  for  several  reasons  : 

(1)  Though  the  prospect  was  far  from  hopeful,  it 
still  seemed  possible  that  an  examination  of  the 
interior  of  the  pelvis  would  warrant  us  in  attempt- 
ing the  removal  of  the  cancerous  mass. 

(2)  Even  if  this  turned  out  to  be  inadvisable,  as 
it  did,  hysterectomy  would  lessen  pelvic  congestion 
and  the  rapidity  of  extension  of  the  disease. 

(3)  The  growth  was  already  so  near  the  vaginal 
surface  that  any  sort  of  manipulation  would  almost 
certainly  have  caused  a  breach  in  its  continuity. 

(4)  Delay  in  operating,  though  it  would  bring  us 
nearer  the  time  when  the  child  would  be  viable, 
greatly  increased  the  risk  of  the  already  threatened 
spontaneous  expulsion  of  the  uterine  contents  with 
inevitable  laceration  of  the  cancerous  posterior 
vaginal  wall,  and  great  probability  of  sepsis. 

(5)  No  alternative  course  that  involved  the  birth 
of  the  child  per  vias  naturales,  e.g.  craniotomy  or 
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embryotomy  or  version,  would  have  saved  the 
structures  from  laceration. 

(6)  The  chief  objection  to  this  operation  lies  in 
the  loss  of  the  child,  and  this  seems  to  be  more  than 
counterbalanced  by  the  extreme  unlikelihood  of  the 
pregnancy  continuing  to  full  term,  and  of  the  sur- 
vival and  healthy  life  of  a  child  born  under  such 
circumstances  of  lowered  vitality,  and  by  the 
greatly  increased  risk  to  the  mother  from  septic 
mischief,  uterine  rupture,  or  fatal  haemorrhage. 

A  study  of  the  recorded  cases  and  a  general 
consideration  of  the  question  of  treatment  enables 
me  to  formulate  the  following  principles  for  my 
guidance  in  such  complications  : 

(1)  Rectal  discharge  and  induration  of  tissues 
should  always  be  suspected  and  at  once  investi- 
gated. 

(2)  If  cancer  of  the  rectum  is  discovered  early, 
and  is  still  limited  in  extent,  and  the  pregnancy  is 
not  far  advanced,  immediate  radical  treatment 
should  be  considered,  though  probably  the  empty- 
ing of  the  uterus  should  be  a  preliminary  owing  to 
the  greater  risk  of  haemorrhage  in  the  gravid  state 
and  the  danger  of  abortion  (Endelman,  Petersen, 
Lohlein). 

(3)  In  advanced  pregnancy  with  a  small  circum- 
scribed growth,  the  uterus  should  be  emptied 
before  removal  of  the  growth. 
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(4)  In  advanced  pregnancy  with  living  viable 
child,  where  there  is  doubt  before  opening  the 
abdomen,  Caesarean  section  and  hysterectomy 
should  be  performed,  and  if  the  case  is  favourable 
and  the  patient  can  stand  it,  an  inguinal  colotomy 
should  follow  and  the  diseased  rectum  should  be 
detached  from  above  so  as  to  allow  the  operation  to 
be  easily  completed  by  the  vagina  according  to  the 
method  described  by  Rehn  or  Liermann. 

(5)  When,  on  the  other  hand,  the  disease  is 
found  to  be  beyond  radical  treatment,  the  child 
should  be  saved  by  Caesarean  section  or  hysterec- 
tomy, with  or  without  colotomy  as  may  be  neces- 
sary. 

(6)  If  the  child  is  dead  and  the  cancer  is  beyond 
operation,  Caesarean  section  is  still  likely  to  be 
needed  unless  labour  can  be  accomplished  per  vagi- 
nam  easily  and  without  undue  crushing  or  lacera- 
tion, with  the  help  of  perforation,  embryotomy  or 
version. 

With  the  modern  improvements  in  the  condi- 
tions for  operating  and  a  better  knowledge  of  the 
principles  of  asepsis  and  of  the  methods  of 
obstetrical  operations,  we  may  confidently  expect  a 
lessened  mortality  and  results  that  are  much  more 
favourable  than  could  be  obtained  by  allowing 
labour  to  take  place  or  by  inducing  it  through  the 
natural  passages. 
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N.B. — Cases  of  what  seemed  to  be  undoubtedly  primary 
carcinoma  of  the  vagina,  reported  by  Hawley,  Simpson,  Hall 
Davis,  etc.,  have  not  been  included  here. 
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DILATATION  OF  THE  CERVIX  UTERI.1 

The  fact  that  so  many  different  forms  of  dilators 
are  to  be  found  in  the  catalogues  of  instrument 
makers  is  proof  that  unanimity  has  not  yet  been 
reached  as  to  the  best  method  of  dilatation  of  the 
cervix  uteri.  The  two  or  three-bladed  instru- 
ments, of  which  Sims'  is  the  type,  and  the  screw 
dilators  designed  by  Dr.  W.  L.  Reid,  are  used  by 
many,  but  the  form  in  most  frequent  use  is  the 
cylindrical  dilator  known  usually  as  Hegar's. 
Hegar's  dilators  are  cylindrical  throughout  their 
length,  with  blunt  rounded  point,  and  each  size 
is  one  millimetre  greater  in  diameter  than  the 
preceding  number.  When  the  cervix  is  difficult 
to  dilate,  as  it  usually  is  in  the  cases  that  most 
need  dilatation,  it  is  often  found  almost  impossible 
to  pass  the  succeeding  sizes,  and  the  forceps  hold- 
ing the  cervix  may  tear  through  its  hold  more 
than  once  in  spite  of  care.    To  overcome  this 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gynae- 
cological Society  held  on  19th  December,  1900. 
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difficulty,  some  dilators,  such  as  the  patterns  used 
by  Galabin,  Hawkins  Ambler,  or  Professor  Mur- 
doch Cameron,  are  made  slightly  conical.  These, 
however,  dilate  the  external  os  somewhat  more 
than  the  internal  os,  and  it  is  the  latter  that 
usually  most  requires  dilatation,  while  they  do  not 
give  you  the  exact  measure  of  its  dilatation.  To 
obviate  these  objections,  I  have  designed  a  modi- 
fication in  the  set  of  dilators  which  I  show  you. 
These  are  conical  from  the  point  for  3^  cm. 
(=  is|  inch)  upwards,  the  rest  of  the  stem  being 
cylindrical.  By  this  means  the  exact  extent  of 
dilatation  of  the  internal  os  is  measured.  The 
various  sizes  succeed  one  another  as  follows  : — 
2  mm.  diameter  at  tip  to  4  mm.  at  cylindrical 
portion,  3  mm.  diameter  at  tip  to  5  mm.  at  cylin- 
drical portion,  and  so  on,  up  to  any  higher  number 
that  is  desired.  By  going  back  1  mm.  from  the 
limit  of  one  size,  the  point  of  the  next  size  of 
dilator  gets  in  nearly  2  cm.  before  it  begins  to 
dilate  again,  and  thus  secures  more  effective  dila- 
tation with  less  risk  of  injury.  These  dilators 
may  be  slightly  curved  or  straight  according  to 
taste,  the  former,  however,  being  the  better 
pattern,  as  the  axis  of  the  uterine  cavity  is  often 
considerably  curved  in  cases  that  require  dilata- 
tion. They  are  made  of  solid  polished  plated 
metal,  with  flattened  handle,  bearing,  stamped  on 
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it,  the  range  of  dilatation  in  millimetres,  and 
there  is  a  distinct  groove  on  the  stem,  6|  cm. 
(=  i\  inches)  from  the  tip,  to  indicate  the  normal 
length  of  the  uterine  cavity.  Not  only  are  these 
dilators  useful  for  dilatation  under  an  anaesthetic, 


e.g.  before  curetting,  but  the  smaller  sizes  may 
take  the  place  of  the  ordinary  uterine  sounds,  and 
I  find  that  they  dilate  with  less  pain  than  the  corre- 
sponding size  of  bulb-pointed  sound,  and  patients 
suffering  from  dysmenorrhcea  are  often  relieved 
for  several  months  by  a  single  dilatation  with  two 
or  three  of  the  smaller  sizes  without  the  necessity 
for  an  anaesthetic. 

I  have  to  thank  Messrs.  Gardner  &  Sons,  Edin- 
burgh, for  the  trouble  they  have  taken  in  making 
these  dilators,  for  sending  a  set  to  show  at  this 
meeting,  and  for  the  electro  block  from  which  the 
illustration  is  taken. 
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NOTES  OF  THE  PROGRESS  OF  CURE 
OF  A  CASE  OF  PERSISTENT  CYSTITIS 
WITH  PHOSPHATIC  CONCRETIONS.* 

Very  few  of  the  disorders  that  come  under  the 
notice  of  the  gynaecologist  are  more  trying  to 
the  practitioner  or  distressing  to  his  patient  than 
the  class  of  cases  in  which  vesical  irritability  and 
pain  are  the  predominant  symptoms,  and  most  of 
us  have  encountered  patients  whose  life  has  been 
on  this  account  a  constant  misery,  hardly  relieved 
even  by  the  hours  of  sleep.  In  some  it  has  been 
almost  impossible  to  discover,  either  in  the  bladder 
or  out  of  it,  an  adequate  reason  for  the  irritability  ; 
but  not  the  least  difficult  to  cure,  or  even  to 
relieve,  though  perhaps  the  easiest  of  diagnosis, 
are  the  cases,  such  as  one  of  which  I  wish  to  give 
an  account  to-night,  which  are  associated  with 
chronic  cystitis. 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gyna:- 
cological  Society  held  on  27th  February,  1901. 
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The  patient  is  41  years  of  age,  married,  and 
the  mother  of  three  children.   Another  pregnancy, 
about  two  years  before  the  birth  of  her  third 
child,  resulted  in  an  abortion  at  the  third  month. 
She  came  to  the  Dispensary  of  the  Samaritan 
Hospital  in  the  beginning  of  August,  1898,  com- 
plaining of  frequency  of  micturition  and  almost 
constant  pain  over  the  bladder  and  towards  the 
left  side  and  back.    There  was  also  pain,  described 
as  "  scalding,"  during  micturition.     The  urine 
contained  pus  and  blood,  and  showed  a  great 
quantity  of  thick  "  ropy "  deposit  which  was 
mixed  with  a  muddy  granular  material.  Her 
bladder  began  to  trouble  her  soon  after  the  birth 
of  her  second  child,  eleven  years  ago,  and  she  was 
admitted  a  year  later  into  St.  Peter's  Hospital, 
London,  where  the  bladder  is  said  to  have  been 
curetted   for  ulceration.     She  experienced  only 
temporary  relief,  and  at  frequent  intervals  ever 
since  has  required  treatment,  by  washing  out  the 
bladder  and  other  means,  for  the  relief  of  her 
misery.    As  the  case  required  in-door  treatment, 
she  was  admitted  to  the  Samaritan  Hospital  on 
1 6th  August,  1898.    She  was  then  carefully  ex- 
amined under  chloroform    by  Dr.  Edgar,  Dr. 
Tindal,  and  myself.    As  the  uterus  was  not  in 
a  satisfactory  condition,  it  was  curetted  in  the 

usual  way.    The  urethra  was  afterwards  dilated, 
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and  the  bladder  examined  by  means  of  Kelly's 
speculum  and  the  electric  light.  Several  patches 
of  whitish  deposit  were  seen  on  the  mucous  mem- 
brane. Menstruation  came  on  four  days  later, 
blood  appeared  in  quantity  in  the  urine,  and 
micturition  was  very  frequent.  After  a  fortnight 
the  patient  was  again  chloroformed  for  treatment 
of  the  bladder.  After  douching,  which  washed 
out  little  phosphatic  masses,  I  dilated  the  urethra 
to  admit  my  little  finger,  and,  finding  the  bladder 
practically  encrusted  with  phosphatic  deposit,  I 
gently  and  patiently  rubbed  it  off,  and  then  gave 
a  boracic  douche.  As  I  had  used  ichthyol  with 
very  good  result  in  one  or  two  persistent  cases  of 
cystitis,  which  other  means  of  treatment  had  not 
relieved,  I  now  injected  and  left  inside  the  bladder 
an  ounce  and  a  half  of  a  warm  4  per  cent,  solution 
of  ichthyol.  This  was  used  several  times  afterwards. 
The  urine  continued  to  be  alkaline,  and  boracic 
acid  was  given,  but  it  did  not  agree.  Benzoic 
acid  was  also  tried.  Before  her  discharge  from 
the  hospital,  the  bladder  was  again  examined  with 
Kelly's  speculum,  and  it  was  noted  as  much  less 
inflamed,  and  the  sound  discovered  no  deposit. 
The  vesical  irritability,  however,  was  not  satis- 
factorily relieved. 

Some  months  later  I  saw  the  patient  and  ex- 
amined her  urine,  which  was  as  thick  as  ever. 
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The  case  did  not  look  promising,  but  I  encouraged 
her  to  hope  for  cure.  With  her  doctor  I  examined 
her,  and  found  that  no  further  deposit  had  taken 
place. 

About  a  year  after  being  in   the  Samaritan 
Hospital,  she  was  examined  by  Dr.  J.  H.  Nicoll 
and  myself  by  means  of  the  cystoscope.    We  saw 
no  signs  of  growth  nor  of  deposit,  but  there  was 
well-marked  congestion  with  enlargement  of  the 
blood-vessels.    I  had  at  this  time  been  thinking 
about  the  effect  of  frequent  injections  of  a  dilute 
solution  of  nitric  acid  in  the  hope  of  dissolving 
the  phosphates,  and  I  decided  to  try  this  and  to 
combine  with  it  a  solution  of  nitrate  of  silver  in 
the    following    proportions  : — Nitrate  of  silver, 
16  grains;  dilute  nitric  acid,  30  minims;  water, 
2  oz.    After  a  boric  acid  douche,  a  drachm  of 
this  solution  was  added  to  2  oz.  of  warm  water, 
and  the  solution  was  then  slowly  introduced  into 
the  bladder.    After  several  injections  relief  was  so 
evident  that  it  was   continued   daily  until  the 
patient  was  able  to  sleep  through  the  night  with- 
out being  disturbed  more  than  once,  and  to  retain 
her  urine  for  two  or  three  hours  at  a  time  during 
the  day.    The  nitric  acid  was  afterwards  increased 
to  60  minims.    This  treatment  was  continued  for 
some  months,  the  injections  being  given  less  fre- 
quently as  the  case   improved.     There  was  a 
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corresponding  improvement  in  her  general  health. 
During  the  last  six  months  she  has  had  no  injec- 
tions of  any  kind,  has  had  no  recurrence  of  her 
vesical  irritability  and  pain,  and  she  considers 
herself  to  be  now  in  perfect  health. 

Remarks. — The  details  of  this  case  have  been 
given  to  encourage  perseverance  and  patience  in 
the  treatment  of  these  chronic  and  apparently 
hopeless  conditions,  and  also  in  order  to  direct 
special  attention  to  the  undoubted  benefit  of 
repeated  injections  of  dilute  solution  of  nitrate 
of  silver  and  free  nitric  acid. 


XXII. 


POST-OPERATIVE  VESICAL  CALCULUS.1 

Vesical  calculi,  with  a  foreign  body  as  a  nucleus, 
have  been  frequently  reported  in  the  medical 
journals  as  forming  round  such  articles  as  a  hair- 
pin, a  needle,  a  pencil,  a  bullet,  a  bean,  a  pumpkin 
seed,  a  rubber  umbrella  ring,  a  sponge  tent,  a 
bougie,  a  catheter,  a  fragment  of  bone  after  a  gun- 
shot wound  or  after  pelvic  necrosis,  a  tooth-like 
body,  and  also  hair  from  a  ruptured  dermoid  cyst. 
Surgeons  are  also  aware  in  their  practice  of  the 
occasional  wandering  of  a  suture  or  ligature,  usually 
towards  the  surface  of  the  body  through  a  sinus 
which  has  refused  to  heal  until  the  foreign  body 
has  been  expelled. 

Dr.  Jardine  showed  at  a  meeting  of  this  Society 
on  20th  January,  1898,  two  silk  stitches  which 
were  discharged  through  a  sinus  in  the  abdominal 
wall  after  a  Caesarean  section  performed  eleven 

1  Read  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gynaeco- 
logical Society  held  on  25th  April,  1900. 


206  POST-OPERATIVE  VESICAL  CALCULUS 


months  previously.  In  this  case  several  sutures 
were  also  discharged  through  the  urethra. 

One  of  the  most  interesting  cases  of  wandering 
of  a  ligature,  recorded  by  Edebohls,  deserves 
mention  in  passing.  He  had  found  it  necessary 
to  perform  abdominal  hysterectomy  on  a  patient 
from  whom  he  had  already  removed  both  appen- 
dages to  check  the  growth  of  a  uterine  myoma. 
At  the  second  operation  the  vermiform  appendix 
was  found  to  be  adherent  and  was  removed. 
When  examined  afterwards  there  was  discovered, 
inside  the  appendix,  the  ligature  which  had  sur- 
rounded the  right  tube.  The  ligature  of  the  left 
tube  had  already  been  discharged  through  the 
vagina. 

When  the  wall  of  the  bladder  is  in  any  way- 
injured,  or  its  continuity  and  smoothness  are  dis- 
turbed, there  is  a  marked  tendency  to  the  formation 
of  calculous  deposit. 

At  some  future  meeting  of  the  Society  I  hope  to 
report  the  final  results  of  treatment  of  a  patient 
from  whom,  after  years  of  chronic  cystitis,  I  re- 
moved a  phosphatic  incrustation  which  covered 
practically  the  whole  of  the  vesical  mucous  mem- 
brane. 

Several  cases  have  been  reported  in  both  sexes 
where  calculi  have  developed  after  suprapubic 
cystotomy.    I  show  you  here  the  bigger  fragments 


POST-OPERATIVE  VESICAL  CALCULUS  207 

of  a  calculus  which  developed  after  such  an  opera- 
tion, performed  by  Professor  Murdoch  Cameron, 
in  order  to  empty  the  bladder  of  blood  clot  in  a 
case  of  retroversion  of  the  gravid  uterus. 

The  patient  was  admitted  into  the  Samaritan 
Hospital  on  13th  July,  1897,  and  was  under  the 
care  of  Dr.  David  Tindal,  by  whose  courtesy  I  am 
able  to  show  the  specimen  and  refer  to  the  par- 
ticulars. At  the  operation  it  was  observed  that  the 
stone  was  not  freely  movable.  Owing  to  its  size 
it  had  to  be  broken  up,  and  there  is  now  no  trace 
of  the  suture. 

In  all  the  recorded  cases  of  calculus  forming 
about  a  suture  or  a  ligature  as  a  nucleus  that  I  have 
been  able  to  find,  the  material  used  has  been  silk, 
excepting  one  described  by  Hartmann,  where  it 
was  silver  wire.  Professor  Murdoch  Cameron, 
several  years  ago,  showed  at  a  meeting  of  this 
Society  several  calculi  which  he  had  removed  from 
one  of  his  own  previous  Caesarean  sections.  The 
patient  had  seen  me  at  the  Dispensary  of  the 
Western  Infirmary,  and  I  sent  her  to  his  ward. 

On  24th  February,  1897,  I  reported  to  this 
Society  another  case  of  calculus  forming  after 
Caesarean  section,  and  I  show  the  specimen  again 
to-night  (vide  Transactions,  vol.  i.  p.  21). 

I  wish  now  to  show  a  third  example  of  such  a 
calculus,  developing  in  this  instance  in  a  patient 
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who  had  twice  undergone  abdominal  section.  At 
the  first  operation,  performed  in  the  Victoria 
Infirmary  about  the  end  of  1896,  the  left  ovary 
and  tube  were  removed.  She  made  a  good  re- 
covery, and  remained  in  good  health  for  some 
months.  In  April,  1897,  however,  she  began  to 
have  pain  in  her  right  side,  and  micturition  became 
frequent  and  painful  during,  and  for  some  time 
after,  the  act.  After  treatment  for  some  time  at 
the  Dispensary  the  urinary  trouble  was  relieved, 
but  she  continued  to  have  pain  in  her  right  side, 
and  was  therefore  admitted  into  the  Samaritan 
Hospital  in  August,  1898.  The  urine  at  the  time 
of  admission  was  noted  as  normal — no  albumen, 
nor  blood,  nor  pus.  Professor  Edgar  afterwards 
removed  the  right  ovary  and  tube,  and,  at  the 
same  time,  fixed  the  fundus  uteri  to  the  peri- 
toneum at  the  lower  angle  of  the  abdominal  wound 
by  means  of  three  fine  interrupted  buried  silk 
sutures.  Her  recovery  was  without  incident,  and 
she  left  the  hospital  on  19th  September. 

In  November  she  reported  herself,  and  com- 
plained of  painful  micturition,  which  was  relieved 
after  she  got  an  alkaline  mixture  with  hyoscyamus 
and  tolu. 

In  June,  1899,  right  lumbar  pain,  with  blood 
and  pus  in  the  urine,  were  suggestive  of  renal 
colic.    Calculus  could  not  be  detected.    She  was 
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admitted  into  the  Samaritan  Hospital  in  August, 
1899,  and  I  examined  her  under  an  anaesthetic, 
when  the  calculus  which  I  now  show  you  was 
found  and  removed  through  the  dilated  urethra. 
It  was  found  to  be  lying  transversely  across  the 
base  of  the  empty  bladder,  but  was  really  attached 
to  the  upper  and  anterior  part.  It  is  over  i\  inches 
in  length,  and  is  bent  almost  at  a  right  angle  about 
half  an  inch  from  its  attached  end.  A  fortnight 
later  the  bladder  was  examined  with  the  cystoscope, 
and  was  seen  to  be  normal  in  appearance. 

The  consideration  of  greatest  practical  interest 
in  connection  with  these  cases  is  the  prevention  of 
so  much  misery  as  is  entailed  by  the  formation  of 
vesical  calculi  after  operative  procedures,  and  the 
outstanding  feature  is,  as  already  noted,  the  fact 
that  silk  is  the  material  that  was  used  for  ligature 
or  suture  in  practically  all  the  reported  cases. 
Though  it  is  impossible  as  yet  to  do  entirely 
without  silk,  as,  for  instance,  in  securing  the 
pedicle  of  an  ovarian  tumour,  where,  however, 
perfectly  aseptic  silk  is  probably  quite  safe,  it  is 
evident  that  even  sterile  silk  is  specially  dangerous 
when  it  penetrates  mucous  surfaces ;  and  it  seems 
to  me  that  the  cystotomy  wound  could  be  closed, 
ventrofixation  could  be  accomplished,  and  even  the 
big  surfaces  of  the  uterine  incision  in  a  Caesarean  sec- 
tion kept  securely  together  without  the  use  of  silk. 


XXIII. 


VESICAL  IRRITABILITY  AS  A  RESULT 
OF  ACUTE  ANTEFLEXION  OF  THE 
UTERUS,  AND  ITS  RELIEF  BY 
OPERATIVE  TREATMENT  OF  THE 
ANTEFLEXION.1 

There  are  few  disorders  of  the  less  serious  kind 
that  are  more  distressing  to  a  patient  than  irritable 
bladder,  and  I  am  afraid  that  for  want  of  well- 
directed  treatment  such  cases  are  occasionally 
allowed  to  drift  into  a  chronic  condition,  at  times 
necessitating  even  the  wearing  of  rubber  reservoirs 
by  day,  and  making  continuous  rest  during  the 
night  an  impossibility.  Many  of  these  cases  of 
chronically  irritable  bladder  are  due  to  an  acute 
anteflexion  of  the  uterus,  or,  to  be  more  precise,  to 
a  retroposed,  retroverted  uterus,  which  has  become 
acutely  anteflexed. 

I  shall  give  you,  as  an  example,  a  short  note  of 
a  typical  case. 

^ead  at  a  meeting  of  the  Glasgow  Obstetrical  and  Gynaeco- 
logical Society  held  on  23rd  April,  1902. 
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Miss  M.,  aged  27,  a  domestic  servant,  consulted 
me  regarding  vesical  irritability,  her  complaint 
being  that  for  some  time  she  could  not  walk  con- 
tinuously for  even  a  short  distance  without  feeling 
the  necessity  to  have  her  bladder  relieved.  Occa- 
sionally, too,  in  the  house  when  much  on  her  feet 
she  had  the  same  trouble,  but  it  was  most  trouble- 
some when  she  was  walking  even  a  short  distance 
on  the  street,  and  she  believed  that  she  was  getting 
worse.  She  reminded  me  that  once,  about  three 
or  four  years  ago,  when  she  was  in  service  in  a 
doctor's  house,  I  had  been  asked  to  see  her.  This, 
I  then  remembered,  was  owing  to  some  slight 
inflammatory  irritation  in  the  neighbourhood  of 
the  uterus,  and  there  was  at  that  time  no  vesical 
irritability,  and  I  had  not  noted  any  anteflexion. 
Her  subsequent  history  pointed  to  the  probability 
of  this  condition  having  developed  within  the  last 
two  or  three  years.  After  examining  the  urine, 
and  finding  it  normal,  I  made  a  vaginal  examina- 
tion, and  found  the  uterus  pulled  backwards  and 
the  body  acutely  anteflexed  on  a  rather  conical 
cervix  which  pointed  almost  in  the  axis  of  the 
vagina.  I  recommended  her  to  have  the  uterus 
treated,  and  in  a  short  time  she  entered  a  private 
nursing  home.  After  the  usual  preparation,  the 
cervix  was  dilated,  and  the  uterine  cavity  was 
curetted.    I  then  proceeded  with  what  is  described 
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as  Dudley's  operation.  I  slit  up  the  posterior  wall 
of  the  cervix  in  the  middle  line  as  far  as  the  point 
of  flexion,  and  passed  a  silkworm  suture  through 
the  tip  of  the  cervix  at  the  point  where  the  incision 
began,  and  entered  again  at  the  angle  or  deepest 
part  of  the  incision,  bringing  the  needle  out  on  the 
vaginal  surface  of  the  cervix.  I  then  reversed  this 
order  with  the  needle  so  as  to  bring  it  out  at  a 
point  corresponding  to  the  first  point  of  entrance. 
The  suture  was  tightened  so  as  to  carry  the 
separated  points  of  the  posterior  lip  back  into  the 
angle  of  incision.  Further  suture  was  not  neces- 
sary in  this  case,  but  extra  sutures  are  sometimes 
inserted  on  each  side  of  the  main  suture. 

When  the  os  uteri  is  thus  brought  backwards  it 
sometimes  happens  that  the  anterior  lip  projects  or 
is  redundant.  In  such  cases  Dudley  denudes  a 
small  oval  space  near  the  tip  of  the  anterior  lip, 
and  brings  the  two  edges  together  with  transverse 
sutures.  This,  he  believes,  removes  the  redun- 
dancy, and  tends  to  straighten  the  uterine  axis. 
No  one  who  has  not  tried  this  simple  operative 
treatment  for  acute  or  pathological  anteflexion 
would  believe  that  it  could  so  markedly  improve 
the  position  of  the  uterus. 

The  patient  was  allowed  to  get  up  in  a  few  days, 
and  she  left  the  home  within  a  week.  She  has 
reported  herself  several  times  to  me  since  the 
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operation,  and  is  entirely  relieved  of  her  vesical 
irritability. 

I  saw  to-day  the  first  patient  on  whom  I  did 
this  operation.  Not  fully  understanding  at  the 
time  the  meaning  or  intention  of  the  anterior 
denudation,  I  made  it  a  sort  of  anterior  col- 
porrhaphy,  which  has  resulted  in  a  linear  cicatrix. 
The  contraction  of  this  has,  I  believe,  somewhat 
interfered  with  the  success  of  the  operation,  as  it 
causes  some  dyspareunia,  and  also  by  tugging  on 
the  bladder  keeps  up,  to  a  slighter  degree,  its 
irritability.    This  I  intend  to  remedy. 

I  have  done  this  operation  now  in  six  cases  of 
persistent  irritability,  associated  in  several  cases 
with  dysmenorrhea,  and  also  with  sterility.  In  all 
cases  the  vesical  irritability  has  been  relieved,  and 
the  patient's  misery  has  been  removed,  but  as  yet, 
though  it  seems  to  be  a  good  idea  for  the  relief  of 
dysmenorrhea  and  also  for  sterility,  I  have  not  got 
sufficient  experience  upon  which  to  generalise.  In 
several,  other  treatment,  such  as  pessaries,  dilata- 
tion, and  curetting,  had  been  tried  without  any 
effect  on  the  irritability. 

I  am  satisfied  that  it  is  the  best  operation  vet 
devised  for  the  cure  of  aggravated  anteflexion  with 
its  attendant  troubles.  I  was  specially  struck  lately 
with  the  benefit  it  had  brought  to  a  lady  who  had 
been  worried  often  by  night  as  well  as  by  day  with 
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vesical  irritability,  and  who  had  worn  pessaries  to 
relieve  rectal  pressure,  and  had  been  curetted  care- 
fully with  only  temporary  benefit.  She  is  now 
able  to  control  her  bladder,  and  vaginal  examina- 
tion shows  that  there  is  a  corresponding  improve- 
ment in  the  position  and  form  of  the  uterus. 
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